CELEBRADO  EN  LA  HABANA  (CUBA) 


EN  LOS  OIAS  4,  5,  8 Y 7 DE  FEBRERO  DE  ISO! 


TOMO  II 


HABANA 


LIBRERIA  E IMP.  “LA  MODERNA  POESIA 
OBISPO  133  Y 135 


1904 


P A/N  - AM  E*R  1 6 A/N  O 

■’  ' L Cg  | C ^ ^ ^ 3 ¿Í  . 

CELEBRADO  EN  LA  HABANA  (CUBA) 
en  los  días  4,  5,  6 y 7 de  Febrero  de  1901 


ACTAS  DE  LAS  SESIONES 

V 

MEMORIAS  PR ES E/N TABAS 


TOMO  II. 


HABANA 


Imp.  y Lib.  “LA  MODERNA  POESIA” 

Premiada  en  la  Exposición  de  París 
OBISPO  NUMERO  135 
1902 


SECCION  DE  OBSTETRICIA 


SECTION  ON  OBSTETRICS 


-j 

? 

o" 

•} 

*4 

i 

-L 


O— 
C <i 


Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/actasdelassesion02pana 


5?cc¡ód  de  Obstetricia 


PRESIDENTES  HONORARIOS 


Dr.  Manuel  Gutiérrez México. 

Dr.  Ramón  Bengoecliea Guatemala. 

PRESIDENTE  EFECTIVO 

Dr.  Eusebio  Hernández Habana,  Cuba. 


SECRETARIOS 


Dr.  Mateo  Morales 

Dr.  Manuel  Barreiro 

Dr.  José  M.  Soto  Alfaro 

Dr.  Gustavo  Zinke.. 

Dr.  Ernesto  Aragón 

Dr.  Rafael  Weiss 

Dr.  Alfonso  Betancourt. 
Dr.  Jorge  De  Roy 


Guatemala. 

México. 

Costa  Rica. 
Cincinnati,  Ohio. 
Habana,  Cuba. 


Sesión  de  Febrero  4 de  1901 

De  9 á 12  a.  rr?. 

PRESIDENTE  SECRETARIO 

DR.  EUSEBIO  HERNÁNDEZ  DR.  JORGE  DE  ROY  Y CASSÁ 


Después  de  dar  la  bienvenida  á los  señores  Congresistas, 
el  Sr.  Presidente  anuncia  qne  va  á darse  lectura  á los  traba- 
jos comenzando  por  los  de  los  extranjeros. 


Ed  Secretario  lee  el  trabajo  que,  desde  París,  remite  el 
Dr.  E.  Morado,  titulado  Contribución  al  estudio  de  la 
sangre  durante  la  gestación  y el  puerperio. 

Dr.  S.  Cuervo.  Felicita  al  Dr.  Morado  por  la  naturaleza 
práctica  de  su  trabajo  y porque  con  él  abre  las  puer- 
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tas  á nuevos  estudios;  por  el  modo  que  tiene  de  consi- 
derar la  sangre  de  las  embarazadas  y porque  con  este 
conocimiento  contribuye  á evitar  errores  en  la  manera 
de  apreciar  ciertos  estados  que  complican  la  gestación, 
y,  sobre  todo,  errores  en  el  tratamiento  de  algunas  en- 
fermedades como  la  albuminuria. 

Dr.  Hernández.  Hoy  que  tengo  la  honra  de  presidir  esta 
sesión,  la  aprovecho  para  desde  este  puesto  dirigir  mi 
saludo  al  Dr.  Morado  con  motivo  de  su  trabajo,  y 
también  para  declarar  el  gusto  que  me  ha  producido 
su  lectura,  pues  por  conocer  personalmente  el  servicio 
del  profesor  Pinard,  que  es  el  primer  partero  del  mun- 
do á la  hora  actual,  y saber  con  la  exactitud  y minu- 
ciosidad con  que  él  mismo  examina  todos  los  trabajos 
que  de  allí  salen,  tengo  la  certeza  de  la  bondad  de 
dicha  memoria. 


Presidente.  Concede  la  palabra  al  Dr.  S.  Cuervo  para  leer 
su  trabajo  sobre  Expresión  de  la  vejiga  urinaria  en 
la  retención  de  orina  post-partum. 

Dr.  Hernández.  Después  del  parto  y del  alumbramiento, 
sino  se  ha  tenido  cuidado  de  vaciar  la  vejiga,  y,  en 
ocasiones,  aun  cuando  se  haya  hecho  el  cateterismo, 
es  frecuente  la  acumulación  de  orines:  por  cansan- 
cio de  la  vejiga  si  antes  ha  sido  excesivamente  dilata- 
da, ó,  lo  que  es  más  común,  por  falta  de  hábito  en  las 
mujeres  de  orinar  acostadas.  En  ambos  casos  bastan, 
por  lo  general,  12  ó 24  horas  para  que  la  mujer  orine 
espontáneamente. 

Si  la  mujer  orinaba  bien  después  del  parto,  no  es 
probable  que  tenga  retención  tardía  sin  causa  pato- 
lógica. 

No  niego  que  un  cateterismo  mal  hecho  ó realiza- 
do sin  precauciones  antisépticas  puede  ocasionar  una 
cistitis,  y hasta  ha  sido  á veces  tan  frecuente  que  se 
ha  llegado  á considerarlas  epidémicas;  pero  con  cui- 
dado, no  hay  el  menor  peligro. 

La  expresión,  tal  como  la  recomienda  el  Dr.  Cuer- 
vo, pudiera  servir  para  los  casos  en  que,  desprovistos 
de  sondas,  y agotados  otros  medios  como  el  calor,  sen- 


9 


tar  á la  mujer,  etc.,  nos  viéramos  desarmados;  y el 
Dr.  Cuervo  no  nos  dice  que  haya  tenido  un  caso  en 
esas  condiciones.  Por  lo  demás,  he  de  probarlo  en  pri- 
mera oportunidad,  confiando  en  la  inocuidad  de  la  ex- 
presión, como  resulta  de  la  compresión  durante  el 
parto,  de  la  vejiga  llena,  por  la  contracción  de  la ' 
matriz. 

Dr.  Le  Roy.  Dice  que  como  habitualmente  practica  el  ma- 
sage  abdominal  después  del  parto,  atribuye  á este  cui- 
dado sistemático  la  ausencia  absoluta  de  casos  de 
retención  urinaria,  tanto  en  su  clientela  particular, 
como  en  la  de  la  clínica,  y que  los  en  que  ha  visto 
este  accidente,  han  sido  mujeres  para  quienes  fué  lla- 
mado con  el  objeto  de  intervenir,  estando  por  tanto  de 
acuerdo  en  considerarlo  como  concluye  el  Dr.  Cuervo, 
como  un  medio  profiláctico  de  la  retención. 

Dr.  Cuervo.  Da  las  gracias  á los  compañeros  por  los  datos 
que  aportan  á su  trabajo.  En  los  casos  de  retención 
por  sugestión,  entonces  los  cambios  posición  ales  pro- 
ducen el  efecto  deseado;  pero  hay  otros,  en  que  des- 
pués de  haber  orinado  la  mujer,  es  cuando  se  presen- 
ta la  retención.  Siempre  le  ha  dado  la  expresión  de  la 
vejiga  satisfactorio  resultado.  Llama  la  atención  sobre 
el  caso  de  mielitis,  que  cita,  en  qne  sólo  el  cateterismo 
pudo  evacuar  la  vejiga,  é insiste  nuevamente  en  el 
valor  profiláctico  del  masage. 


Presidente.  Concede  la  palabra  al  Dr.  A.  Barreras  para 
leer  su  trabajo:  “Del  momento  oportuno  en  que  debe 
practicarse  la  expresión  uterina  en  el  alumbramiento”. 

Dr.  Hernández.  Tengo  que  objetar  al  trabajo  del  doctor 
Barreras, 

1?:  Que  el  método  de  Credé  no  está  aceptado  por 

todo  el  mundo,  ni  siquiera  por  la  mayoría  de  sus  com- 
patriotas; y que  sería  difícil  saber  á qué  época  se  refiere 
el  Dr.  Barreras,  por  cuanto  Credé  no  pensó  de  igual 
suerte  siempre  sobre  lo  que  él  entendía  por  expresión. 

2°:  Que  en  el  servicio  del  profesor  Pinard  no  se 

emplea  ni  se  ha  practicado  nunca  la  expresión,  tal 
como  la  entienden  Credé  y sus  discípulos. 
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En  cuanto  á la  supresión  del  tacto,  entiendo  que 
sería  tanto  como  suprimir  la  enseñanza  clínica.  Por 
mi  parte  no  temo  á la  práctica  del  tacto  aséptico. 

Dr.  Gómez  Rosa.  Entiendo  que  el  método  de  Credé,  ó sea 
la  expresión  del  útero  en  el  momento  de  la  contracción, 
ya  se  practique  inmediatamente  después  de  la  salida 
del  feto,  ó ya  se  espere  un  cuarto  de  hora  ó media  hora 
después,  sin  tener  la  convicción  del  desprendimiento 
espontáneo  de  la  placenta  y sus  membranas,  es  un  pro- 
cedimiento detestable  porque  expone  á la  retención  de 
la  placenta  ó las  membranas. 

Con  los  nuevos  conocimientos  que  hoy  tenemos 
de  la  fisiología  del  alumbramiento  y que  nos  demues- 
tran que  la  placenta  se  desprende  en  los  subsecuentes 
dolores  ó contracciones  á la  salida  del  feto,  y que  las 
membranas  lo  hacen  cuando  la  placenta  cae  sobre  el 
segmento  inferior  del  útero,  es  anticientífico  proceder 
á la  extracción  antes  que  todo  esto  se  haya  realizado. 

En  este  concepto,  nosotros  hacemos  lo  que  Pinard 
aconseja:  si  todo  pasa  normalmente,  esperamos  media 
hora,  tiempo  en  que  generalmente  la  placenta  cae  y se 
insinúa  en  la  vagina;  realizándose  la  ascensión  del 
útero  como  ha  señalado  Schróeder.  Si  la  placenta  se 
presenta  por  su  cara  fetal,  tiramos  y exprimimos  duran- 
te el  intervalo  de  las  contracciones;  si  la  placenta  se 
presenta  por  su  borde  ó cara  uterina,  hacemos  la  expre- 
sión, ó mejor  dicho,  el  abatimiento  de  la  matriz,  á fin 
de  empujar  la  placenta  ya  insinuada  en  la  vagina. 
Los  demás  cuidados  de  curar  las  membranas  y extraer- 
las cuidadosamente  son  bien  conocidos. 

No  tengo  temor  de  hacer  el  tacto,  dado  que  lo 
hago  en  condiciones  de  asepsia,  y por  otra  parte,  más 
temor  tengo  en  dejar  un  pedazo  de  placenta,  membrana 
ó cotiledón  accesorio  que  siempre  es  más  peligroso. 

Dr.  Barreras.  Después  de  dar  las  gracias  al  Dr.  E.  Hernán- 
dez por  haberle  hecho  el  honor  á mi  trabajo,  haciéndole 
solamente  objeciones  á algunos  de  sus  detalles  y no 
al  fondo  de  él,  que  es  la  aplicación  clínica  del  signo  de 
Schróeder  durante  el  alumbramiento,  voy  á contestar 
los  argumentos  del  citado  profesor  y los  del  doctor 
Gómez  Rosa. 
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Los  contemporáneos  deCredé  aceptaron,  casi  todos, 
sn  método;  pero  trabajos  y descubrimientos  posteriores 
de  la  fisiología  del  alumbramiento,  obligaron  á hacer 
modificaciones  en  la  práctica  seguida  por  Credé;  pero 
lo  que  caracteriza  el  método  de  éste,  son  los  dos  tiem- 
pos de  que  está  compuesto,  que  son:  el  masage  y la 
expresión  uterina;  y yo  creo,  á pesar  de  la  aseveración 
del  Dr.  Hernández,  que  en  la  actualidad  se  practican 
estos  dos  tiempos  fundamentales  por  la  mayor  parte 
de  los  parteros  del  mundo. 

Seguramente  el  Dr.  Hernández  no  ha  entendido 
bien  la  lectura  de  mi  trabajo,  pues  en  todo  el  curso  de 
él  no  digo  que  en  la  Clínica  del  profesor  Pinard  se  prac- 
tique el  método  de  Credé,  ni  que  deje  de  practicarse. 

Kn  cuanto  á la  práctica  de  tactar  para  saber  si  la 
placenta  ha  caído  en  el  segmento  inferior,  indicada 
por  el  profesor  Pinard  en  la  obra  del  Dr.  Varnier 
Obstetrique  Journaliere , el  Dr.  Hernández  parece  indi- 
car que  ésto  es  debido  á la  enseñanza  necesaria  en  toda 
clínica:  tampoco  estoy  conforme  en  este  punto  con  él, 
pues  para  los  que  sigan  el  método  de  alumbramiento 
preconizado  por  el  profesor  Pinard,  el  tacto  es  impres- 
cindible, pues  este  maestro  hace  el  método  mixto 
cuando  la  placenta  se  presenta  por  su  cara  fetal  y la 
expresión  sola,  cuando  lo  hace  por  la  cara  uterina  ó por 
uno  de  sus  bordes;  luego  antes  de  hacer  ninguna  tenta- 
tiva de  alumbramiento  es  necesario  diagnosticar  por 
qué  cara  ó lugar  se  presenta  la  placenta  y ésto  no  se 
puede  lograr  sino  por  el  tacto. 

El  Dr.  Gómez  Rosa  sostiene  que  mientras  no  se 
verifique  el  desprendimiento  espontáneo  de  la  placenta 
no  debe  practicarse  ningún  procedimiento  de  alumbra- 
miento; el  Dr.  Gómez  Rosa  no  ha  oído  la  lectura  de 
mi  trabajo,  pues  casualmente  es  el  asunto  de  que  trato 
y el  punto  que  defiendo,  y como  las  únicas  maneras  de 
diagnosticar  que  la  placenta  desprendida  ha  caído  en 
el  segmento  inferior  son:  el  signo  de  Schróeder  y el 
tacto,  yo  opto  por  el  primero  por  ser  más  inocente  bajo 
el  punto  de  vista  de  la  infección.  Después  describe 
el  procedimiento  que  todos  conocemos,  seguido  por  el 
profesor  Pinard  y de  que  ya  he  hablado,  é insisto  en 


hacer  la  expresión  en  el  intervalo  de  las  contracciones. 
Yo  creo  que  el  partero  debe  ayudar  á la  naturaleza 
imitándola.  ¿Qué  pasa  en  el  momento  en  que  la  pla- 
centa está  libre  en  el  segmento  inferior?  La  placenta 
es  expulsada  por  las  contracciones  y retracción  del 
útero;  pero  como  el  segmento  inferior  donde  está  conte- 
nida está  adelgazado,  debilitado,  en  impotencia  funcio- 
nal, como  lie  dicho  en  mi  trabajo,  las  contracciones  del 
cuerpo  son  las  que  verifican  esta  expulsión;  pero  por  la 
distancia  ejercen  su  influencia  debilitadas,  por  lo  que 
yo  creo,  y es  lo  que  he  sostenido  en  el  trabajo  que 
acabo  de  leer,  que  conocida  la  permanencia  de  la  pla- 
centa en  el  segmento  inferior,  deben  reforzarse  las 
contracciones  con  la  expresión  uterina  para  que  el 
pase  de  la  placenta  del  segmento  inferior  á la  vagina, 
atravesando  el  cuello,  se  verifique  con  más  rapidez  y 
se  termine  el  alumbramiento. 

El  Dr.  Hernández,  apoyado  luego  por  el  doctor 
Gómez  Rosa,  termina  su  argumentación  diciendo  que 
no  teme  á la  práctica  del  tacto  aséptico.  Indudable- 
mente que  en  las  clínicas  donde  existen  numerosos 
ayudantes,  que,  en  buenas  condiciones  y con  tiempo  se 
pueden  previamente  esterilizar  las  manos,  el  tacto  no 
es  peligroso,  aunque  los  Dres.  Hernández  y Gómez 
Rosa  tendrán  que  convenir  conmigo  que  el  tacto  más 
aséptico  es  el  que  no  se  hace;  yo  veo  el  peligro  en  la 
asistencia  domiciliaria  y,  sobretodo,  en  el  campo,  don- 
de se  encuentra  uno  solo  y no  tiene  sino  utensilios 
malos  y pocos  para  hacerse  la  asepsia  de  las  manos, 
por  lo  cual  se  expone  á que  la  esterilización  resulte 
imperfecta  y,  por  lo  tanto,  peligrosa. 


(La  Sección  de  Obstetricia  se  refundió  después  con 
la  de  Ginecología  y Cirugía  Abdominal  y juntas  cele- 
braron las  sesiones  subsecuentes). 


CONTRIBUCION  AL  ESTUDIO 


DE  bA 

SANGRE  DURANTE  LA  GESTACION  Y EL  PUERPERIO 

POR  EL 

D'R.  E/N'RIQÜ  E MOHADO 

( DE  PAKÍÍS  ) 

Señor  Presidente: 

Señores: 

Gracias  á la  amabilidad  del  Profesor  Pinard  be  podido, 
en  la  Clínica  de  Partos  de  la  Facultad  de  París  “Baudelocque,” 
hacer  algunos  exámenes  de  sangre  en  la  mujer  durante  los 
tres  últimos  meses  del  embarazo  y en  el  tercero  y décimo  días 
del  puerperio.  Los  resultados  de  esos  exámenes  forman  el 
objeto  de  esta  comunicación,  que  someto  á la  consideración 
del  Congreso,  sin  otra  pretensión  que  la  de  traer  un  grano  de 
arena  á la  construcción  de  la  obra  que  todos  emprendemos. 
Siento  que  hayan  sido  hechas  bajo  otro  clima;  pero  tal  vez 
servirán  de  estímulo  á aquél  de  nuestros  compañeros  que  se 
dedique  en  nuestro  país  á investigaciones  análogas  y encuen- 
tre un  término  de  comparación  en  este  tan  interesante  estudio 
biológico.  Antes  de  exponerlos,  debo  consignar  mi  agradeci- 
miento hacia  el  Profesor  Pinard,  que  tan  anchamente  me  abrió 
las  puertas  de  su  Clínica;  y al  no  menos  bondadoso  Profesor 
Malassez,  que  con  sus  consejos  y un  puesto  en  su  Laboratorio, 
facilitó  en  gran  manera  las  investigaciones.  No  son  numero- 
sas las  observaciones  recogidas;  pero  llevan  todas  el  sello  de 
exactitud  y de  verdad  que  la  rigurosa  investigación  científica 
actual  exige.  Las  preparaciones  microscópicas  han  sido  exa- 
minadas y aprobadas  por  el  profesor  Malassez,  lo  que  las  pone 
al  abrigo  de  toda  crítica.  Los  instrumentos  empleados  han 
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sido:  el  cuenta-glóbulos  y hemocromómetro  del  mencionado 
profesor,  quien,  para  mayor  seguridad  en  los  resultados,  tuvo 
á bien  prestarme  los  de  su  uso  particular.  La  técnica  seguida 
ha  sido  la  siguiente: 

Lavado  de  la  región  (pulgar  de  la  mano  derecha)  con 
agua  jabonosa,  seguido  de  otro  con  licor  de  Van  Swieten, 
gran  lavado  al  agua  esterilizada  y secar  perfectamente  la 
región  con  una  compresa.  Los  líquidos  empleados  no  deben 
tener  una  temperatura  mayor  de  30°  centígrados,  ni  menor 
de  27°,  á fin  de  no  producir  la  congestión  ó anemia  de  la 
región.  Punción  con  la  lanceta,  esterilizada  á la  llama,  en  la 
cara  dorsal  de  la  falange  ungueal,  recogiendo  la  gota  de 
sangre  en  una  lámina  bien  limpia  y seca,  previamente  lavada 
con  ácido  sulfúrico  y agua.  Extender  dicha  gota  rápidamente 
en  capa  delgada  con  otra  lámina  de  bordes  esmerilados,  incli- 
nada en  ángulo  de  45°  ó con  una  varilla  redonda  de  cristal. 
Agitar  bruscamente  la  lámina  primera  para  obtener  una 
desecación  rápida  que  fija  los  glóbulos.  Después  de  haber 
secado  la  región  con  una  compresa  esterilizada,  se  hacen  salir 
por  suave  presión  otras  gotas  de  sangre  que  servirán  para  el 
conteo  globular  y medición  de  hemoglobina.  Para  ponerse  á 
cubierto  de  toda  infección  debe  lavarse  el  punto  puncionado 
con  licor  de  Van  Swieten  y aplicar  una  capa  ligera  de  colodion 
salolado.  Esta  primera  parte  terminada,  se  procede  al  conteo 
y medición  de  hemoglobina  de  la  manera  por  todos  conocida. 
Antes  de  comenzar  el  examen  de  la  lámina,  se  introduce  ésta 
en  una  solución  de  ácido  crómico  al  1%  durante  10  ó 15  segun- 
dos, se  lava  al  agua  corriente  y se  pasa  á colorear.  Inmersión 
en  una  solución  acuosa  débil  de  eosina,  durante  10  ó 20  se- 
gundos y examen  al  microscopio  para  poder  apreciar  el  grado 
de  coloración  de  los  glóbulos  rojos.  Si  es  intensa  se  lava 
rápidamente  con  agua  alcoholizada  y se  pasa  á colorear  los 
núcleos  de  los  glóbulos  blancos,  sumergiendo  la  lámina,  duran- 
te 3 ó 5 minutos,  en  una  solución  de  hemateina.  Hecho  ésto 
se  lava  el  agua  destilada  y se  pasa  al  conteo  y clasificación  de 
los  leucocitos.  Para  facilitar  esta  operación  y siguiendo  los 
consejos  de  Malassez,  hemos  variado  y limitado  el  campo 
microscópico  por  medio  de  un  cuadrado  hecho  con  papel  ne- 
gro mate  y pegado  á la  cara  superior  de  la  lente  ocular  infe- 
rior. Con  una  pequeñísima  gota  de  bálsamo  del  Canadá, 
extendida  en  forma  de  hilo,  hemos  dividido  el  cuadrado  en  dos 


mitades,  á fin  de  obtener  una  línea  que  nos  permita,  usando 
de  la  platina  móvil,  Hacer  pasar  por  debajo  de  ella  los  glóbulos 
blancos  que  vayan  presentándose,  sin  exponernos  al  error  de 
contar  uno  mismo  más  de  una  vez.  Con  este  campo  reducido 
y regular  se  tiene  la  ventaja  de  examinar  la  lámina,  cuadrado 
por  cuadrado,  sin  que  ningún  glóbulo  escape  á nuestra  obser- 
vación. La  preparación  puede  montarse  en  bálsamo  y conser- 
varse por  largo  tiempo,  según  pudo  apreciar  nuestro  amigo  y 
compañero  el  Dr.  Dávalos,  en  una  preparación  que  cuenta 
seis  años.  Con  esta  técnica  de  coloración,  los  glóbulos  rojos 
presentan  un  color  rosado  vivo  y los  leucocitos  aparecen  de 
un  blanco  nacarado  con  los  núcleos  teñidos  en  violeta.  Este 
contraste  permite  encontrar  con  facilidad  los  leucocitos  eosi- 
nofilos.  Hemos  seguido,  pues,  en  nuestras  investigaciones,  la 
técnica  enunciada  y Hemos  tomado  la  sangre  siempre  en  las 
mismas  condiciones,  estando  la  mujer  en  ayunas  y acostada. 

Cada  mujer  Ha  sido  puncionada  tres  veces:  la  primera  en 
los  tres  últimos  meses  del  embarazo,  la  segunda  á los  tres  días 
del  parto  y la  tercera  vez,  al  décimo  día.  De  este  modo  Hemos 
podido  apreciar  las  diferencias  que  los  exámenes  Han  revelado 
y comprobar  el  valor  relativo  de  ellos.  La  clasificación  de  los 
leucocitos  es  la  del  profesor  Malassez,  que  considera  cuatro 
variedades: 

Leucocitos  con  núcleo  pequeño. 

Leucocitos  con  núcleo  grande. 

Leucocitos  con  núcleo  de  forma  bizarra. 

Leucocitos  eosinofilos, 

ó en  otros  términos,  pequeños  mononucleares,  grandes  mono- 
nucleares,  polinucleares  y eosinofilos.  Todos  los  glóbulos 
blancos  encontrados  en  una  preparación  pueden  estar  com- 
prendidos en  una  de  estas  variedades  y liemos  contado  siem- 
pre 300  glóbulos  por  preparación  para  obtener  una  media 
proporcional  satisfactoria.  Nuestros  exámenes  Han  sido  Hechos 
en  veinte  primíparas  y treinta  multíparas,  comprendiendo  un 
embarazo  de  gemelos  entre  las  primeras  y otro  entre  las  se- 
gundas. Damos  la  máxima-mínima  y promedio  de  las  cifras 
encontradas  en  glóbulos  rojos,  hemoglobina,  riqueza  globular, 
glóbulos  blancos  y sus  variedades. 
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EXAMENES  EN  LOS  TRES  ULTIJIOS  MESES  DE  LA  GESTACION 
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EXAMENES  AL  TERCER  DIA  DEL  PUERPERIO 
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EXAMENES  EN  EL  DECIMO  DIA  DEL  PUERPERIO 
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Se  ve,  pues,  por  los  resultados  obtenidos  en  nuestros 
exámenes: 

19  Que  la  sangre,  durante  los  últimos  meses  del  em- 
barazo, sufre  una  oligocitemia  y que  la  cantidad  de  hemoglo- 
bina acusa  una  riqueza  individual  del  glóbulo  mayor  que  en 
estado  normal,  lo  que  autoriza  á no  considerar  anémica  la 
mujer  en  cinta. 

29  Que  los  glóbulos  blancos  dan  una  media  un  poco 
por  encima  de  la  normal;  y que  sus  variedades  se  encuentran 
disminuidas  en  los  pequeños  mononucleares  y aumentan  en 
los  grandes  y polinucleares. 

3?  Que  al  tercer  día  del  puerperio,  la  oligocitemia  es 
más  acentuada,  acusando  menor  riqueza  individual  globular; 
pero  no  muy  distante  de  la  fisiológica. 

49  Que  los  glóbulos  en  dicho  día  están  considerable- 
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mente  aumentados,  persistiendo  la  disminución  de  los  mono- 
nucleares,  cifra  mayor  de  los  poli  y de  los  eosinofilos. 

59  Que  al  décimo  día  los  glóbulos  rojos  pasan  la  cifra 
de  la  gestación  y ganan  en  riqueza  liemoglóbica. 

69  Que  los  glóbulos  blancos  vuelven  casi  á la  cifra 
normal  y que  las  variedades  dominantes  son  los  grandes 
mono  y polinucleares. 

Termínanos  indicando  que,  á pesar  de  los  trabajos  de 
Virchow,  Warthon,  Jones,  Max  Shultze,  Ranvier,  Erlich, 
Metchsnikoíf,  Kantanck,  Hardi  y otros,  no  podemos  dar  aun 
interpretación  exacta  del  origen  y papel  que  las  distintas  va- 
riedades ó aspectos  de  los  glóbulos  blancos  ejercen  en  los  fe- 
nómenos de  la  nutrición.  Nos  hemos  limitado  á narrar  los 
hechos  observados,  esperando  que  estudios  posteriores  pue- 
dan dilucidar  uno  cualquiera  de  los  múltiples  problemas  bio- 
lógicos que  á cada  paso  se  presentan  en  el  curso  de  semejan- 
tes investigaciones. 


EXPRESION  DE  LA  VEJIGA 


URINARIA  EN  LA  RETENCION  DE  ORINA  POST=PARTUM 

POR  EL 

DR.  S.  eüEHVO 

(habana,  cuba.) 

En  el  año  1893  dirigí  al  Primer  Congreso  Médico  Pan- 
Americano  mis  notas  sobre  la  Expresión  de  la  vejiga  urina- 
ria, como  tratamiento  de  la  retención  de  orina  en  el  puerperio . 

Diez  y ocho  casos  en  que  había  empleado  el  procedi- 
miento con  éxito  inmediato,  me  animaron  á llamar  la  aten- 
ción de  aquella  Asamblea,  sosteniendo  que,  en  casos  iguales, 
la  expresiÓ7i  debe  preferirse  al  cateterismo,  por  estar  exenta 
de  los  inconvenientes  de  éste. 

Insisto  ahora  sobre  el  mismo  asunto,  á mi  juicio  de  gran 
importancia,  por  la  frecuencia  con  que  se  emplea  el  catéter, 
no  siempre  desprovisto  de  consecuencias  desagradables;  y 
porque  puedo  aportar  nuevos  hechos  que  confirman  mis  an- 
teriores observaciones. 

No  puede  el  tocólogo  estar  seguro  siempre  de  la  comple- 
ta asepsia  de  su  mano  y del  catéter,  ni  siempre  se  encuentra 
en  condiciones  propicias  para  obtenerla.  El  roce  de  la  sonda 
á su  paso  por  la  uretra,  repetido  varias  veces,  se  tolera  mal, 
y llega  á producir  una  sensación  dolorosa  que  puede  deter- 
minar una  cistitis  del  cuello. 

La  mayor  parte  de  la  puérperas  aceptan  resignadas  el 
cateterismo,  como  único  medio  para  librarlas  de  las  molestias 
producidas  por  la  retención,  y esa  natural  repugnancia,  re- 
sultado de  un  sentimiento  de  pudor,  debe  tenerla  en  cuenta 
el  cirujano. 

Fué  en  el  año  1876  cuando  practiqué  por  primera  vez 
la  expresión  de  la  vejiga.  Desde  entonces  no  he  vuelto  á em- 
plear el  cateterismo  en  el  puerperio,  á no  ser  en  el  caso 
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anotado  en  mi  primera  comunicación  referente  á un  tumor 
pélvico. 

En  mi  primer  trabajo  describí  el  procedimiento,  por  de- 
más sencillo,  que  consiste  en  colocar  ambas  manos  por  los 
lados  del  globo  vesical  y hacia  el  fondo  los  dos  pulgares  so- 
brepuestos, para  comprimir  gradualmente  hasta  que  la  mu- 
jer experimenta  una  sensación  de  bienestar  con  la  expulsión 
de  la  orina.  Entonces  se  sigue  comprimiendo  resueltamente 
hasta  hundir  los  dedos  por  detrás  de  la  sínfisis  pubiana. 

Como  el  carácter  de  este  escrito,  por  su  brevedad,  me 
impide  extenderme  en  el  análisis  de  cada  uno  de  los  hechos 
clínicos  por  mi  observados  y de  las  conclusiones  que  de  ellos 
deben  deducirse,  sólo  me  propongo  comunicar  á mis  compro- 
fesores las  ideas  que  sobre  esta  materia  tengo  adquiridas, 
ofreciéndolas  á su  consideración. 

La  retención  urinaria  puerperal  se  presenta  algunas  ve- 
ces después  de  los  partos  normales,  y,  con  más  frecuencia, 
después  de  los  distócicos. 

Los  primeros  casos  que  observé  tuvieron  lugar  después 
de  aplicaciones  de  fórceps. 

En  mis  notas  de  1893,  expresaba  la  creencia  de  que  la 
retención  consecutiva  al  parto  distócico  estaba  en  relación 
con  el  grado  y tiempo  de  compresión  del  cuello  de  la  vejiga 
por  el  feto,  y añadí  estas  palabras:  Al  fórceps , en  mi  concep- 
to , no  debe  atribuirse  influencia  para  determinar  la  retención 
porque  generalmente  se  recurre  á el  cuando  ya  existe  la  ver- 
dadera causa. 

Los  casos  de  retención  posteriores  á partos  en  que  el 
fórceps  no  fué  empleado,  confirman  la  idea. 

En  estas  observaciones,  la  retención  se  presentó  inme- 
diatamente posterior  al  parto. 

He  observado  esta  complicación  alguna  vez  en  el  segun- 
do y tercer  días  del  puerperio,  después  de  haberse  efectuado 
varias  micciones  espontáneas.  Para  tales  casos  no  puede 
aceptarse  la  misma  causa  determinante  que  en  las  ante- 
riores. 

Hay,  pues,  retención  urinaria  puerperal  inmediata  á par- 
tos normarles  y á partos  distócicos,  y retención  posterior  á 
los  primeros  días  después  de  haber  orinado  la  mujer  espon- 
táneamente una  ó más  veces.  (Véase  el  caso  de  septicemia 
que  cito  más  adelante). 


21 


Eli  todos  los  casos  hay  paresia  vesical.  Se  puede  asegu- 
rar que  un  gran  número  de  mujeres,  en  los  primeros  días 
del  puerperio,  tienen  la  vejiga  perezosa;  hay  cierto  grado  de 
paresia  que  pudiera  llamarse  normal  en  el  estado  accidental, 
aunque  fisiológico,  del  puerperio.  El  brusco  cambio  de  rela- 
ciones de  los  órganos  abdominales  puede  influir  en  ello. 

Debemos  contar  siempre  con  esa  pereza  normal  como 
causa  predisponente.  La  compresión,  determinando  la  insen- 
sibilidad del  cuello  unas  veces,  en  otras,  cierto  grado  de  in- 
flamación que  se  propaga  á la  vejiga  y ocasiona  fenómenos 
reflejos,  nos  dan  luz  sobre  este  punto. 

Creo  que  una  acción  refleja  puede  explicarnos  aquí  la 
supresión  de  la  contractilidad  vesical. 

En  estos  momentos  surge  en  mi  el  recuerdo  de  un  caso 
notabilísimo.  Se  trata  de  un  hombre  sexagenario,  en  la  villa 
de  Regla,  (1877)  anúrico  y apir  etico  durante  doce  días;  lo  vie- 
ron varios  comprofesores  de  esta  capital.  Tenía  enclavado 
en  la  región  prostática  un  cálculo  pequeño.  Tan  pronto  se 
desalojó,  se  reprodujo  la  secreción  renal. 

A veces,  la  mujer  no  puede,  á pesar  de  sus  esfuerzos, 
orinar  acostada,  y basta  incorporarla  para  resolver  el  ac- 
cidente. 

Estos  casos  no  deben  incluirse  entre  las  verdaderas  re- 
tenciones por  paresia;  pudieran  llamarse  retenciones  por  su- 
gestión, como  sucede  en  ciertos  individuos  á quienes  es  im- 
posible emitir  su  orina,  si  hay,  ó suponen  que  haya  cerca, 
otra  persona. 

Cuando  la  retención  de  orina,  causa  molestias  á la  pa- 
ciente, y sus  esfuerzos  no  pueden  vencerla,  intervengo  con  la 
expresión.  Puedo  asegurar  que  del  segundo  al  tercer  día,  se 
restablece  el  curso.  El  Dr.  R.  Weiss,  que  goza  de  merecida 
reputación  como  tocólogo,  me  asegura  que  no  practica  el  cate- 
terismo en  el  puerperio,  y espera  que  la  retención  desaparez- 
ca espontáneamente;  lo  que  ha  visto  siempre  en  un  tiempo 
relativamente  corto. 

Se  observa  en  las  retenciones  urinarias  que,  pasadas  las 
primeras  horas  de  molestias,  la  sensación  penosa  se  hace  más 
tolerable,  y al  fin,  en  los  estados  puerperales,  al  desaparecer 
la  paresia  vesical,  la  emisión  se  hace  espontánea. 

Mi  opinión  es  que,  siendo  la  expresión  de  la  vejiga  un 
medio  seguro  de  vaciarla  sin  peligros  y sin  los  inconvenien- 
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tes  del  cateterismo,  debe  emplearse,  tan  pronto  como  la  mu- 
jer experimente  molestias  por  la  plenitud. 

La  vejiga  repleta,  pesa  sobre  la  matriz,  y ésta  sobre  el 
recto,  pudiendo  determinar  retención  de  coágulos  y materias 
fecales.  La  matriz  puede  estar  dolorosa,  y no  tolerar  el  peso 
de  la  vejiga. 

De  todos  modos,  aun  en  los  casos  tolerables,  se  libra  de 
molestias  á la  paciente,  por  un  procedimiento  sin  peligro  al- 
guno. 

La  expresión  de  la  matriz,  para  determinar  el  alumbra- 
miento, y el  masage  que  acelera  la  retracción  uterina,  contri- 
buyen á activar  la  contractilidad  de  la  vejiga;  y no  dudo  que 
estas  manipulaciones  puedan  utilizarse  como  profilácticas  de 
la  retención  urinaria. 

En  las  ciudades,  y entre  clientes  que  se  someten  á la  di- 
rección de  su  médico,  casi  siempre  se  pueden  evitar  estos  ac- 
cidentes; como  puede  decirse  que  la  eclampsia  albuminúrica 
no  debe  presentarse  en  las  mujeres  que  someten  su  gestación 
á la  dirección  del  médico;  pero  el  mayor  numero  no  acude  al 
profesor  sino  cuando  ya  hay  accidentes  que  remediar. 

Los  siguientes  casos,  entre  otros,  me  lian  servido  debase 
para  las  ideas  que  tengo  el  gusto  de  ofrecer  á la  consideración 
del  Congreso. 

1.  Joven  primípara — brevedad  del  cordón — fórceps — re- 
tención urinaria — expresión  ci  las  18  horas  del  parto , y dos 
veces  más  con  12  horas  de  intervalo. 

2.  Multípara — parto  de  gemelos — inercia  uterina.  Me- 
trorragia — durante  el  parto,  cohibida  con  la  extracción  del 
primer  feto.  Orina  espontáneamente  á las  seis  horas — reten- 
ción al  siguiente  día — expresión  dos  veces  con  12  horas  de  in- 
tervalo. 

3.  Primípara — joven  bien  conformada — parto  normal. 
Retención  urinaria  á las  14  horas — expresión  una  sola  vez. 

4.  Multípara, — asistida  por  comadrona; — expulsión  del 
feto  de  tiempo,  muerto,  20  horas  después  de  la  ruptura  de  las 
membranas. — Septicemia  de  síntomas  moderados. — Orinó  es- 
pontáneamente los  tres  primeros  días; — retención  al  cuarto 
con  gran  inquietud  que  la  expresión  hace  cesar;  fué  necesaria 
dos  veces  más  con  12  horas  de  intervalo. 

Meditando  sobre  esta  materia,  suponía  yo  que  el  mismo 
procedimiento  pudiera  aplicarse  fuera  del  puerperio,  en  casos 


de  retención  por  cansa  paralítica;  pero  el  siguiente  hecho  re- 
ciente, no  confirma  esta  teoría. 

Se  trata  de  una  niña  de  once  años,  atacada  de  mielitis, 
probablemente  á frigore,  enferma  del  Dr.  Coronado.  K1  fondo 
de  la  vejiga  tocaba  el  ombligo;  propuse  á mi  colega,  y aceptó 
gustoso,  intentar  la  expresión  vexical.  Ambos  hicimos  tenta- 
tivas en  más  de  una  sesión;  fueron  por  completo  infructuo- 
sas, y se  hizo  necesario  recurrir  al  cateterismo. 

Bste  solo  caso,  no  puede,  por  sí  solo,  autorizarnos  á una 
conclusión  definitiva,  y si  otros  nuevos  viniesen  á probarnos 
que,  fuera  del  estado  puerperal,  no  es  aplicable  la  expresión 
de  la  vejiga,  investigaciones  dirigidas  al  grado  de  abolición, 
de  la  contractilidad  y sus  causas  lesiónales,  habrán  de  escla- 
recer dicho  particular. 

Concluyo,  manifestando:  que  considero  el  niasage  ctbdo- 
minal inmediato  al  parto,  como  profiláctico  de  la  retención- 
urinaria  puerperal,  y la  expresión  vexical \ corno  su  trata- 
miento, debiendo  recurrirse  al  cateterismo  corno  medio  excep- 
cional. 


DHL  MOMENTO  OPORTUNO 


EN  QUE  DEBE  PRACTICARSE  LA  EXPRESION  UTERINA 

EN  EL 

ALUMBRAMIENTO 

POR  EL 

TTR.  AMTO/NIO  BA'R'RE'RAS 

(habana,  cuba.) 


Desde  la  más  remota  antigüedad,  los  parteros  se  preocu- 
cuparon  del  momento  en  que  debía  hacerse  el  alumbramiento 
y valiéndose  de  medios,  boy  abandonados,  procuraban  qne 
siguiera  rápidamente  al  parto. 

Ambrosio  Paré  (1599),  siguiendo  la  práctica  nsada  desde 
los  tiempos  más  remotos,  extraíala  placenta  inmediatamente 
después  de  la  expulsión  del  feto;  pero  se  valía  de  tracciones 
del  cordón,  y si  por  este  procedimiento  no  lograba  su  objeto, 
introducía  la  mano  en  el  útero. 

Mauriceau  (1695-1708)  para  hacer  más  rápido  el  alum- 
bramiento, describe  una  maniobra  particular  llamada  de  po- 
lea de  reflexiÓJi  y,  por  primera  vez,  cita  como  ayuda  del  alum- 
bramiento fricciones  y presiones  sobre  el  útero,  á través  de 
la  pared  abdominal. 

Ruysch  en  1725,  describe  su  musculus  contrusor placen- 
tae y oponiéndose  á las  prácticas  que  habían  llegado  hasta 
él,  cree  que  el  alumbramiento  es  un  fenómeno  fisiológico  y 
que,  por  lo  tanto,  debía  dejarse  su  cumplimiento  á los  solos 
esfuerzos  de  la  naturaleza. 

Siguiendo  estas  teorías,  Puzos,  Levret,  Roederer  y De- 
leurye,  iniciaron  el  período  de  la  espectación  en  el  alumbra- 
miento, cuyo  método  predominó  hasta  el  principio  del  último 
tercio  del  siglo  xix. 


Aunque  Wallace  Johnson,  (1769)  Whithe,  (1791)  Bucli, 
(1803)  Delaport,  (1822)  Mac  Clintock  y Hardy  (1840)  se  ha- 
bían mostrado  partidarios  de  la  intervención  activa,  por  medio 
de  fricciones  y presiones  sobre  la  pared  abdominal,  el  método 
que  nos  ocupa,  no  aparece  descripto  como  se  practica  hoy, 
sino  en  1853  por  Credé,  habiéndole  dado  el  Dr.  Aubenas,  en 
Francia,  el  nombre  de  expresión  uterina  y en  el  cual  se  sus- 
tituye el  vis  a fronte  por  el  vis  á tergo. 

Este  método  se  vulgarizó  rápidamente  y hace  años  que 
ha  sido  aceptado,  ya  solo,  ya  combinado  con  las  tracciones, 
por  todas  las  escuelas  modernas,  sin  que  esto  quiera  decir 
que  no  existan  notables  prácticos,  aunque  pocos,  que  sean 
partidarios  del  método  espectante. 

El  método  descripto  en  1853  por  Credé,  debía  practicarse 
lo  más  rápido  posible,  después  de  la  expulsión  del  feto,  coin- 
cidiendo con  las  primeras  contracciones  uterinas.  Esta  práctica, 
exagerada  por  sus  discípulos  y admiradores,  hasta  el  extremo 
que  lo  que  se  practicaba  era  un  desprendimiento  artificial  de 
la  placenta,  produjo  un  gran  número  de  accidentes  en  las 
clínicas,  que  motivó  á que  Credé  en  I8601  creyese  que  estos 
eran  debidos  ála  impaciencia  de  los  operadores. 

En  1880  Dohrn2  y Mac  Runge3  en  Alemania,  aunque 
partidarios  del  método  de  Credé,  demostraron  con  estadísticas 
que  los  accidentes  eran  debidos  á que  se  acudía  demasiado 
pronto  á este  recurso  é iniciaron  el  concepto  que  se  tiene  ac- 
tualmente de  la  expresión  uterina;  hoy  se  cree  que  la  expre- 
sión propiamente  dicha,  no  tiene  por  objeto,  sino  en  casos 
excepcionales,  el  desprendimiento  por  la  fuerza  de  la  placen- 
ta, sino  ayudar  por  medio  de  la  expresión  á la  contracción 
uterina,  para  que  la  placenta  sea  expulsada  de  este  órgano  y 
favorecer  el  desprendimiento  de  alguna  porción  adherente, 
si  es  que  éste  no  se  hubiere  verificado  ya  totalmente.  El  mé- 
todo de  Credé  debe  ser  practicado  en  el  segundo  tiempo  del 
alumbramiento,  es  decir,  cuando  la  placenta  está  total  ó casi 
totalmente  separada. 

Si  consultamos  en  las  obras  ó trabajos  que  se  han  ocu- 
pado de  esta  materia,  en  qué  momento  sus  autores  practican 


1 Monat  f.  Gelb.  i860. 

2 Deutshe  méd.  Wochen , 1880. 

3 Berlin , Klin.  Wochnsch , 1880. 
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la  expresión  propiamente  dicha,  vemos  que  se  pueden  divi- 
dir en  dos  grandes  grupos;  unos  que  la  practican  después  de 
un  tiempo  señalado  previamente,  que  varía  entre  15  minutos 
y una  hora,  y otros,  como  el  profesor  Pinard,  que  después  de 
la  primera  media  hora  de  la  expulsión  del  feto,  practican  un 
tacto  vaginal  para  saber  si  la  placenta  ha  caído  en  el  seg- 
mento inferior. 

Ajustar  en  obstetricia  indicaciones  del  alumbramiento  á 
un  tiempo  dado  sin  tener  en  cuenta  las  condiciones  de  la  par- 
turienta y las  circunstancias  que  hayan  tenido  lugar  duran- 
te el  parto,  es  dejar  de  ser  clínico;  un  parto  excesivamente 
prolongado,  la  administración  del  cloroformo  sostenida  du- 
rante algún  tiempo  y la  inercia  primitiva,  pueden  retardar 
notablemente  el  primer  tiempo  del  alumbramiento.  Hace  al- 
gunos meses  hemos  tenido  dos  casos  en  que  el  desprendi- 
miento se  verificó  á los  40  y 50  minutos  respectivamente,  de- 
bido á la  administración  del  cloroformo. 

En  las  clínicas  alemanas  se  está  en  la  actualidad  prac- 
ticando los  partos  eutócicos,  sin  tactos,  y el  principio  que  ha 
dirigido  esta  modificación,  es  el  que  es  preferible  no  tactar  y 
exponernos  á infectar  á la  mujer,  por  lo  difícil  que  es  hacer 
la  asepsia  perfecta  de  las  manos,  y si  seguimos  el  método  in- 
dicado por  el  profesor  Pinard 1 de  tactar  para  saber  si  la  pla- 
centa ha  caído  en  el  segmento  inferior  y si  todos  sabemos  lo 
difícil  que  es  hacerse  la  asepsia  perfecta  de  las  manos  en 
aquellos  momentos,  sobre  todo  en  la  práctica  domiciliaria, 
perderíamos  una  de  las  grandes  ventajas  que  tiene  el  méto- 
do de  Credé,  que  es  no  tener  la  necesidad  de  introducir  la 
mano  en  la  vagina,  sobre  todo  en  el  período  del  alumbra- 
miento, en  que  la  salida  del  feto  ha  producido  heridas,  des- 
garraduras y escoriaciones  en  la  vulva,  vagina  y cuello 
uterino,  que  son  buenas  puertas  de  entrada  para  los  micro- 
organismos, si  las  manos  no  están  absolutamente  asépticas. 

¿Por  qué  medio  podemos  nosotros  conocer  cuándo  el 
desprendimiento  de  la  placenta  se  ha  verificado? 

Credé  creía  que  la  aparición  de  dos  ó tres  contracciones 
dolorosas  del  útero  indicaban  que  la  placenta  se  había  con- 
vertido en  un  cuerpo  extraño,  del  cual  el  útero  se  esforzaba 
en  desembarazarse;  pero  el  que  haya  observado  con  atención 


1 La  Pratique  des  A ccouchements,  Obstétriqne  Journaliére.  Varnier.  igoo. 


este  tiempo  del  alumbramiento,  habrá  comprobado  que  mu- 
chas veces,  después  de  muchas  contracciones  dolorosas,  la 
placenta  estaba  aun  adherida. 

El  Dr.  Caillaut  en  1852  1 señala  la  existencia  de  un  rui- 
do particular  de  pequeños  crugidos  sonoros , que  serán  produ- 
cidos, según  él,  por  la  rotura  de  las  conexiones  que  unían  el 
útero  con  la  placenta.  Los  parteros  que  han  estudiado  este 
signo  le  dan  un  valor  muy  restringido. 

Clay,  en  18G0,2  ha  creído  dar  un  signo  cierto  de  la  sepa- 
ración de  la  placenta;  él  hace  una  ligadura  doble  del  cordón, 
en  el  momento  del  nacimiento  del  feto,  practicando  la  sección 
entre  ambas  ligaduras,  los  vasos  de  la  parte  placeutaria  del 
cordón,  se  conservan  turgentes  mientras  la  placenta  perma- 
nece unida  al  útero,  cuando  la  separación  se  opera,  dichos 
vasos  se  ponen  lacios.  Contra  la  práctica  de  este  signo  pode- 
mos oponer  el  siguiente  argumento:  que  para  que  se  pueda 
observar,  es  indispensable  hacer  la  ligadura  inmediata,  cuya 
práctica  ha  sido  abandonada  por  casi  todos  los  parteros,  pues 
en  los  primeros  momentos  después  del  nacimiento,  se  com- 
prueba muchas  veces  una  disminución  del  peso  del  niño,  de- 
bido á la  relajación  del  útero,  y por  consecuencia  la  ligadura 
precoz,  no  solamente  priva  al  recién  nacido  de  una  cantidad 
de  sangre  de  reserva,  que  ha  sido  evaluada  por  los  observa- 
dores entre  70  y 95  gramos  y que  equivale  en  el  niño  á una 
sangría  de  1,700  gramos  en  el  adulto,  sino  que  pierde  una 
parte  de  su  sangre  propia.  Cuando  la  ligadura  se  hace  tar- 
día, los  latidos  de  los  vasos  funiculares  se  debilitan  á los 
pocos  minutos  de  la  expulsión  del  feto  y la  turgencia  del  cor- 
dón va  disminuyendo  hasta  ponerse  completamente  lacio,  y, 
sin  embargo,  la  placenta  tarda  algún  tiempo  en  separarse. 

Teuffel  en  1882 3 y Auvard  en  1888 4 describen  el  si- 
guiente método  que  emplean  ambos  autores,  como  signo  del 
desprendimiento  placentario:  inmediatamente  después  de  la 
expulsión  del  feto,  colocan  una  señal  en  el  cordón,  á la  altu- 
ra de  los  órganos  genitales  externos,  para  lo  que  se  valen  de 
una  ligadura,  serrejine  ó una  pinza  de  Pean  y después  de 


1 These  de  Paris.  1852. 

2 Dublin  Quarterl.  Journ,  i860. 

3 Deutsche  med.  lVochf  1882. 

4 Travaux  d'obsiétrique,  Auvard,  1888. 
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transcurridos  los  diez  minutos  primeros,  la  señal  empieza  á 
separarse  de  la  vulva  hasta  10  centímetros;  en  estos  momen- 
tos, estos  autores  consideran  que  la  placenta  ha  abandonado 
su  inserción  y practican  la  expresión;  á este  signo  se  le  pue- 
de hacer  la  misma  crítica,  que  le  dedicamos  al  de  Clay,  que 
obliga  á la  ligadura  inmediata. 

Ribemont-Dessaignes,  en  1883, 1 da  como  simples  signos 
de  probabilidades,  que  se  haya  efectuado  la  separación,  la  re- 
tracción marcada  y constante  del  útero,  la  disminución  del 
volumen  de  dicho  órgano,  el  abatimiento  del  fondo  y la  pro- 
ducción de  dos  ó tres  contracciones  enérgicas. 

Por  fin,  en  1885,  el  profesor  Schroeder2  describe  un  sig- 
no fisiológico,  por  el  cual  el  práctico  puede  seguir  paso  á pa- 
so por  la  palpación  abdominal,  el  mecanismo  del  alumbra- 
miento; este  signo  ha  sido  comprobado  en  1892  y su  estudio 
completado  por  el  profesor  Pinard.3  Si  algunos  minutos  des- 
pués de  la  expulsión  del  feto  hacemos  una  palpación  cuida- 
dosa del  útero,  apreciamos  que  éste  da  la  percepción  de  un 
tumor  globuloso,  regular,  en  su  parte  superior  ligeramente 
convexo,  que  se  relaja  y endurece  alternativamente,  que  está 
situado  generalmente  en  la  línea  media,  aunque  no  es  raro 
observarlo  inclinado  hacia  la  izquierda  ó la  derecha  y cuyo 
fondo  se  encuentra  un  poco  por  debajo  del  ombligo;  de  20  á 
25  minutos,  generalmente,  algunas  veces  antes,  después  de 
algunas  contracciones  dolorosas,  el  útero  se  yergue  como  una 
sonda  blanda  en  la  que  se  introdujese  un  arma,  su  fondo  su- 
be dos  ó tres  traveses  de  dedos  por  encima  del  ombligo,  el 
surco  de  contracción  se  marca  más,  el  órgano  entero  toma 
una  forma  bilobulada,  cuya  parte  superior  es  más  pequeña  y 
cilindrica;  este  signo  sumamente  fácil  de  observar  la  mayor 
parte  de  las  veces  y algo  obscuro  otras,  pero  apreciable  siem- 
pre para  el  práctico  que  siga  por  una  palpación  cuidadosa 
las  variaciones  de  altura  y forma  del  útero,  indica  que  la  pla- 
centa total  ó casi  totalmente  separada  ha  caído  en  el  segmen- 
to inferior. 

La  explicación  de  este  fenómeno  fisiológico,  dada  por  los 
profesores  ya  citados,  es  la  siguiente:  así  que  la  expulsión 


1 De  la  delivrance,  Paris , 1883. 

2 Contribution  á la  physiologie  de  la  periodc  d' expulsion  et  de  la  periode  de 
la  delivrance , 1883. 

3 Etudes  d' anatomic  obstHricale  nórmale  et  patologique,  1892. 
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del  feto  se  ha  verificado,  á el  útero  se  le  puede  considerar  di- 
vidido en  dos  partes,  una  inferior  que  está  blanda,  floja,  de 
paredes  adelgazadas,  debido  á que  una  extensión  y dilatación 
más  ó menos  considerable  le  ha  hecho  perder  su  consistencia 
y está  en  estado  de  impotencia  funcional,  y la  otra  superior, 
formada  por  el  cuerpo,  de  paredes  gruesas,  contráctiles  y re- 
tráctiles; la  parte  superior  pesada  y cuyo  peso  es  aumentado 
por  el  de  la  placenta  que  contiene,  hunde  á la  parte  inferior 
invaginándola. 

Cuando  la  placenta  cae  en  el  segmento  inferior,  lo  llena 
más  ó menos,  la  debilidad  de  sus  paredes  desaparece  y el 
fondo  del  útero  se  eleva,  el  surco  de  contracción  se  hace  más 
notable  y el  cuerpo  al  contraerse,  aproximando  sus  paredes, 
se  hace  cilindrico.  Cuando  la  placenta  cae  en  la  vagina,  el 
fondo  del  útero  vuelve  á bajar. 

La  anterior  explicación  es  racional  cuando  la  placenta 
está  implantada  normalmente  en  el  cuerpo,  pero  no  satisface 
cuando  ella  está  en  el  segmento  inferior,  y sin  embargo,  en 
mi  práctica  he  observado  perfectamente  el  signo  de  Scliroe- 
der,  en  casos  de  placenta  marginales  y previas. 

El  profesor  Pinard  presenta  una  estadística  de  1000  ob- 
servaciones, en  las  cuales  en  el  83.3  por  100  de  ellas  el  fondo 
del  útero  subió  de  1 á 13  centímetros,  el  8.9  por  100  quedó 
estacionario  y el  7.8  por  100  bajó  de  1 á 6 centímetros. 

Por  nuestra  parte,  mi  compañero  el  Dr.  Weiss  y el  que 
en  este  momento  tiene  el  honor  de  dirigiros  la  palabra,  hace 
cuatro  años  que  sistemáticamente  hacemos  la  expresión  ute- 
rina, después  que  se  presenta  el  signo  de  Schroeder,  y ni  en 
un  solo  caso  ha  dejado  éste  de  ser  apreciado,  ni  hemos  tenido 
un  solo  accidente  achacable  á la  inoportunidad  en  el  momen- 
to de  practicar  la  expresión  uterina;  por  lo  que  creo  poder 
sacar  las  conclusiones  siguientes:  Después  de  sostener  la  to- 
nicidad del  útero , por  medio  de  un  masage  suave , la  expresión 
uterina  no  debe  practicarse  hasta  que  no  se  presente  el  signo 
de  Schroeder , es  decir , en  el  momento  en  que  el  fondo  del  iite- 
ro  se  eleve  dos  ó tres  traveses  de  dedo  por  encima  del  ombligo. 
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El  Dr.  José  Martínez  (de  Cárdenas),  da  lectura  á un  tra- 
bajo en  inglés  del  Dr.  Aug.  H.  Goelet  (de  New-Yorlc) 
titulado  Tratamiento  de  los  fibromas  del  útero  sin 
auxilio  de  la  cirugía . 

Concedida  la  palabra  por  el  Sr.  Presidente  y en  vista  de  que 
ninguno  de  los  congresistas  hace  uso  de  ella,  lo  hace 

TOMO  II  3 


34 


él  para  indicar  que  las  verdaderas  ventajas  de  la  elec- 
trólisis en  estos  casos  consisten  en  el  poder  hemostáti- 
co que  obra  principalmente  sobre  la  mucosa  uterina. 
Entiende  que  es  peligroso  en  determinados  casos  y 
aunque  no  tiene  experiencia  personal  sobre  el  asunto, 
no  es  partidario  del  método,  si  bien  reconoce  que  no 
se  ha  dicho  la  última  palabra  sobre  este  particular. 

El  Sr.  Enrique  Casuso  lee  un  trabajo  del  Dr.  Thomas 
Manley,  titulado  Tratamiento  de  la  hernia  extrangu- 
lada  y gangrenada,  con  nota  sobre  la  laparotomía  y 
que  lot  omía. 

Ningún  congresista  hace  uso  de  la  palabra. 

El  Dr.  Byford  (de  Chicago)  da  lectura  al  trabajo  del  doc- 
tor Sutton,  titulado:  Operación  combinada  quirúrgica 
en  algunos  casos  ginecológicos  en  tina  sola  sesión. 

El  mismo  Dr.  Byford  dice  á su  vez  que  cree  que 
Doleris  llamó  hace  años  la  atención  sobre  la  conve- 
niencia de  practicar  varias  operaciones  al  mismo  tiem- 
po en  ciertos  casos. 

El  Dr.  José  Martínez  lee  el  trabajo  del  Dr.  Montgomery: 
Tratamiento  del  cáncer  del  liter  o. 

Concedida  la  palabra  al  Dr.  Palacio  manifiesta  que,  en  su 
concepto,  el  cáncer  uterino  es  tan  grave  como  el  de 
cualquiera  otra  parte  del  cuerpo  y sujeto  siempre  á 
recidivas  más  ó menos  rápidas,  aun  en  aquellos  casos 
en  que  por  circunstancias  especiales  se  podría  hacer 
un  pronóstico  bastante  favorable. 

Considera  oportuno  operar  todo  lo  más  pronto  posi- 
ble, aun  en  aquellos  casos  en  que  sólo  se  sospeche  el 
mal,  y hacer  la  operación  tan  radical  como  sea  posible. 

Siempre  desconfía  del  resultado  operatorio  cuan- 
do la  afección  está  un  tanto  adelantada. 

Cuando  el  cáncer  ha  invadido  en  una  gran  ex- 
tensión el  aparato  genital  se  abstiene  de  hacer  grandes 
operaciones. 

No  se  decide  en  lo  absoluto  ni  por  la  vía  vaginal, 
ni  por  la  abdominal,  para  la  operación  total,  pues  cree 
que  el  método  operatorio  debe  estar  en  relación  con  ca- 
da caso,  si  bien  reconoce  ciertas  ventajas  importantes 
en  determinadas  ocasiones  al  operar  por  el  vientre. 


En  las  Enfermas  operadas  por  él,  la  que  más  ha 
tardado  en  recidivar  lia  sido  una  señora  que  logró  pa- 
sar 4 años  bien  al  cabo  de  los  cuales  reapareció  el  mal 
para  acabar  con  ella. 

El  Dr.  Méndez  Capote  (de  Cárdenas),  piensa  lo  mismo  que 
el  Dr.  Palacio  y manifiesta,  además,  que  por  lo  regular 
estos  casos  vienen  al  ginecólogo  siempre  en  malas  con- 
diciones, después  quizás  de  haber  sido  utilizados  en 
ellos  ciertos  medios  que  han  sido  verdaderos  excitantes. 

Como  medio  operatorio  se  decide  por  la  vía  vaginal 
siempre  que  llegue  á tiempo  y que  la  úlcera  cancerosa 
esté  desinfectada.  Cita  un  caso  de  extirpación  de  cán- 
cer uterino  avanzado  que  murió  antes  de  las  primeras 
24  horas  con  40°  de  fiebre,  con  marcados  síntomas  de 
grave  infección. 

Cree  que  no  siempre  se  pueden  hacer  ligaduras  y 
que  según  las  condiciones  del  caso,  pone  ó no  pinzas. 
Entiende  que  todo  médico  debe  entregar  enseguida  al 
ginecólogo  los  casos  dudosos  de  úlcera  del  cuello 
uterino. 

El  Dr.  E.  Núñez  considera  que  ciertos  casos  que  parecen 
benignos  resultan  luego  muy  graves  y cita  un  caso 
del  Dr.  Braulio  Sáenz,  que  conoce  también  el  Dr.  Pa- 
lacio, de  una  úlcera  pequeña  del  cuello,  en  quien  prac- 
ticó el  citado  cirujano  una  histerectomía  total  por  sos- 
pechar fuera  cancerosa  la  referida  úlcera,  confirmando 
luego  esta  sospecha  la  recidiva  antes  del  año. 

En  un  caso  en  que  practicó  el  Dr.  Núñez  una 
esplenectomía,  tuvo  que  hacer  al  poco  tiempo  una 
histerectomía  vaginal  por  úlcera  pequeña  del  cuello,  á 
su  juicio  cancerosa,  y á los  3 meses  ya  había  recidivado 
también. 

Considera  oportuno  dejar  sobre  el  tapete  la  cues- 
tión que  se  discute  hasta  que  se  descubra  la  causa  pro- 
ductora del  mal. 

Reserva  la  vía  abdominal  para  los  casos  avanzados. 

Toma  la  palabra  el  Dr.  Sotolongo  y Linch  en 
apoyo  de  las  ideas  antes  expuestas  por  los  otros  com- 
pañeros. 

Presenció  la  agonía  de  una  señora  que  tenía  un 
cáncer  del  útero,  que  fué  operada  por  la  vagina,  curan- 
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do,  al  parecer,  bien.  A los  3 meses  escribió  la  operada 
desde  Santa  Clara  quejándose  de  ciertas  molestias,  por 
lo  qne  él  la  animó  á que  viniera  de  nuevo  á la  Habana; 
lo  qne  así  hizo. 

Al  reconocerla  de  nuevo  encontró  una  recidiva 
inoperable. 

Entiende  á la  vez  que  es  importante  la  desinfec- 
ción de  la  úlcera  y critica  á los  cirujanos  que  siempre 
quieren  practicar  grandes  operaciones  en  todos  los 
casos  de  cánceres  del  útero 

El  Dr.  Méndez  Capote  dice  que  en  los  cánceres  avanzados 
lo  mejor  es  la  limpieza  de  la  úlcera,  ligeros  raspados, 
uso  de  antisépticos,  etc.,  para  mejorar  en  algo  el  estado 
especial  de  estos  casos. 

El  Dr.  Byford,  entre  otras  cosas,  piensa  que  la  histerecto- 
mía  hace  curar  si  se  opera  en  los  principios  del  mal  y 
considera  que  no  existen  ventajas  al  operar  por  el 
vientre. 

El  Dr.  Núñez  considera  el  raspado  como  mal  proceder  para 
mejorar  el  estado  de  la  enferma  en  los  cánceres  avan- 
zados y se  decide  por  curaciones,  dando  preferencia  á 
las  hechas  con  tanino  y iodoformo,  los  cuales  le  han 
prestado  servicios. 

El  Dr.  Suárez  Gamboa  clasifica  el  cáncer  del  útero  en  dos 
grupos,  en  uno  usa  el  tratamiento  paliativo  y en  otro 
el  radical. 

El  escollo  principal  está  en  el  grado  de  la  afección 
y entiende  que  es  muy  difícil  en  ciertos  casos  hacer  el 
diagnóstico  precoz,  cuando  sólo  existen  ligeros  sín- 
tomas. 

Considera  que  en  todo  útero  afecto  de  cáncer  debe 
tenerse  en  cuenta  los  principios  generales  de  extirpar 
todo  órgano  atacado  de  afección  cancerosa. 

Por  lo  regular  al  principio,  cuando  existen  sólo 
pequeños  núcleos,  las  enfermas  no  consideran  grave 
la  cosa  en  perjuicio  de  ellas  y no  se  deciden  á ope- 
rarse á tiempo. 

El  cáncer  del  epitelio  cilindrico  de  la  cavidad  es 
lento  y ataca  los  ganglios  tardíamente  y pueden  ope- 
rarse con  éxito  por  la  vía  vaginal,  no  así  en  los  casos 
de  cáncer  del  cuello  donde  predomina  el  epitelio  pavi- 
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mentoso,  que  es  rápido  y que  ataca  pronto  los  ganglios 
y en  donde  es  preferible  ir  por  el  vientre. 

Resume  que  debe  recomendarse  á los  médicos, 
que  cuando  encuentren  una  ligera  úlcera  del  cuello 
pongan  el  caso  en  manos  de  un  especialista,  y en  se- 
gundo lugar  que  no  hay  reglas  fijas  para  el  tratamien- 
to quirúrgico  del  cáncer  uterino. 


Sesión  de  la  tarde 

3 p.  m. 

presidente  : secretario  : 

DR.  FERNANDO  MENDEZ  CAPOTE.  DR.  RAMON  PAEACIO. 


El  Dr.  Byford  lee  su  trabajo:  “Tratamiento  operatorio  del 
prolapso  y procidencia  del  útero.” 

El  Dr.  Suárez  Gamboa  no  cree  exista  un  tratamiento  ra- 
dical para  los  prolapsus  del  útero.  Se  fija  para  esto 
en  las  condiciones  estáticas  del  útero  dentro  de  la 
pelvis. 

Hace  un  examen  de  las  causas  del  prolapso  y 
conviene  en  que  el  tratamiento  operatorio  debe  estar 
en  relación  con  la  causa  productora. 

Se  fija  en  que  en  los  prolapsus  del  útero,  lo  pri- 
mero que  desciende  es  la  pared  anterior  de  la  vagina 
arrastrando  la  vejiga. 

El  Dr.  Newman  se  muestra  de  acuerdo  con  las  ideas  del 
autor  del  trabajo. 

Cree  debe  hacerse  lo  esencial  á la  estabilidad  fu- 
tura del  útero,  á saber:  hacer  una  anteversión,  el  fon- 
do adelante,  de  modo  que  cuando  el  ligamento  sacro- 
uterino  sea  cosido,  el  útero  descanse  á través  de  la 
pelvis,  en  ángulo  recto  con  el  eje  de  la  vagina. 

El  Dr.  Eusebio  Hernández:  no  acepta  la  histeropexia  y se- 
ñala sus  malos  efectos  en  los  embarazos, 

En  otras  ocasiones  produce  accidentes  nerviosos 
que  parten  de  la  adherencia  de  la  matriz. 

Considera  que  cuando  la  enferma  es  de  edad 
avanzada  se  puede  hacer  cualquier  operación;  pero 
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cuando  es  joven  deben  usarse  operaciones  autoplásti- 
cas  sobre  el  periné  y la  vagina. 

Entre  sus  observaciones  cita  un  caso  de  hipertro- 
fia del  cuello,  curado  tan  sólo  con  la  amputación  del 
mismo. 

El  Dr.  Núñez  manifiesta  iguales  ideas  respecto  á la  histero- 
pexia  y se  decide  por  el  acortamiento  intra-abdominal 
de  los  ligamentos  redondos,  plegándolos  y suturándo- 
los en  asa  al  vientre.  Cita  cinco  casos  así  operados 
con  éxito.  En  uno  de  ellos  existe  un  embarazo  de 
cinco  meses  sin  ningún  trastorno. 

El  Dr.  Suárez  Gamboa  amplía  las  ideas  por  él  expuestas  y 
se  declara  enemigo  de  la  histeropexia. 

El  Dr.  Núñez  considera  que  no  es  la  pared  anterior  de  la  va- 
gina lo  que  primero  desciende  en  el  prolapso  del  útero, 
y estima  en  cambio  que  las  desviaciones  del  útero  son 
las  que  primero  juegan  papel  y secundariamente  la 
pared  vaginal. 

En  casos  muy  especiales  utiliza  la  histeropexia. 
Defiende  de  nuevo  el  acortamiento  intra-abdominal  de 
los  ligamentos  redondos. 


Sesión  del  5 de  Febrero 

9 a.  m. 

presidente:  segretario: 

DR.  SUAREZ  GAMBOA.  DR.  ENRIQUE  NUÑEZ. 


El  Dr.  Fortun  lee  su  trabajo  sobre  un  caso  de  “Eáparo-his- 
rectomía  por  fibroma  en  donde  hubo  un  enorme  des- 
garro vesical.”  Pide  la  opinión  de  los  ginecólogos 
sobre  la  conducta  que  debe  seguirse  en  estos  casos  y 
de  este  modo  ver  si  concuerda  con  lo  hecho  por  él. 

El  Dr.  Newman  considera  muy  interesante  el  caso  ex- 
puesto. 

El  Dr.  Byford  piensa  que  en  una  desgarradura  extensa  al 
suturar  la  vejiga  á la  pared  abdominal,  debe  ser  in- 
fectado el  catgut. 

El  Dr.  Newman  dice  que  la  sutura  de  la  mucosa  no  da  re- 
sultados. 


El  Dr.  Suárez  Gamboa  pregunta  si  se  dejó  la  sonda  per- 
manente y cuánto  tiempo.  Pregunta  también  si  el 
autor  es  partidario  del  cateterismo  permanente  ó pe- 
riódico. 

El  Dr.  Fortun  manifiesta  que  se  decide  por  la  sonda  per- 
manente. 

El  Dr.  Núñez  entiende  que  el  catéter  uretral  evita  la  infec- 
ción de  la  herida  y ahorra  el  dren  age  directo  que  se 
ha  recomendado. 

El  Dr.  Ortiz  operando  hace  poco  un  quiste  del  ovario,  des- 
garró extensamente  la  vejiga,  no  pudiendo  hacer  la 
sutura  en  tres  planos  y recurriendo  al  drenage.  En 
estos  casos  es  conveniente  hacerlo  y acepta  también 
la  forma  propuesta  de  cateterismo  del  uréter. 

El  Dr.  Fortun  señala  que  en  las  heridas  de  la  vejiga  hay 
que  tener  presente  el  sitio  lesionado. 

El  Dr.  Presno  da  lectura  á su  trabajo,  que  titula:  “De  la 
Colecistectomía  en  las  formas  latentes  de  la  litiasis 
biliar.” 

Entiende  que  la  colecistectomía  debe  restringirse. 
En  el  caso  que  la  vesícula  biliar  esté  sin  funciones, 
retraída,  sin  bilis,  sin  necesidad,  no  hay  fístula  biliar 
secundaria. 

El  Dr.  Stoddard  manifiesta  igual  opinión. 

El  Dr.  Davis  indica  no  debe  operarse  sin  seguridad  de  im- 
permeabilidad. 

El  Dr.  Presno  afirma  no  puede  proscribirse,  pues  en  el  ca- 
so actual  es  operación  de  elección. 

El  Dr.  Davis  lee  su  trabajo  sobre  “Heptotomía  para  el  ali- 
vio de  ciertas  condiciones  producidas  por  la  obstruc- 
ción biliar.” 

El  Dr.  Byford  dice  que  en  los  casos  en  que  no  se  puede 
encontrar  la  vejiga,  en  que  el  hígado  es  grande,  se 
puede  cortar  el  hígado  mismo,  introduciendo  el  dedo 
y penetrando  en  dos  ó tres  puntos,  se  destruyen  con- 
ductos y la  bilis  viene  por  la  incisión. 

El  Dr.  Presno  cree  que  las  indicaciones  de  las  intervencio- 
nes dependen  del  grado  de  obstrucción  de  las  vías  bi- 
liares. 

Colecistotomía,  infección  de  las  vías,  si  ésta  es 
grave,  anastomosis  con  el  intestino. 
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Sesión  de  la  tarde 

3 p.  m. 

presidente  : secretario: 

DR.  SUAREZ  GAMBOA.  DR.  ENRIQUE  FORTUN 


Eu  Secretario  da  lectura  á un  trabajo  suyo  sobre  un  caso 
de  “Embarazo  extrauterino.” 

Hablan  los  doctores  Noble,  Studdle,  Davis  y 
Newman. 

El  Dr.  Noble  lee  su  trabajo  sobre  operación  en  la  atresia 
vaginal,  haciendo  demostraciones  de  su  proceder  ope- 
ratorio por  medio  de  láminas. 


Sesión  del  6 de  Febrero 


9 a.  m. 


presidente: 

DR.  SUAREZ  GAMBOA. 


secretario: 

DR.  RAMON  PALACIO. 


Se  da  cuenta  de  un  trabajo  recibido  del  Dr.  Chase  que  titu- 
la Fibroma  of  the  Uterus  and  its  management , y que 
no  se  lee  por  no  estar  presente  el  autor. 

El  Dr.  Newman  da  lectura  á su  trabajo  “El  Angiotribo.” 
El  Dr.  Suárez  Gamboa  entiende  que  el  angiotribo  no  ha 
dado  todos  los  buenos  resultados  que  eran  de  esperar- 
se, no  obstante  las  ventajas  que  parecía  ofrecer  de  su- 
primir las  ligaduras,  siempre  más  ó menos  llenas  de 
inconvenientes  secundarios. 

Considera  que  el  angiotribo  destruye  ciertos  te- 
jidos que  ya  sin  vida,  por  decirlo  así,  no  favorecen  la 
reabsorción  de  ciertos  productos  en  operaciones  en 
que,  por  determinadas  circunstancias,  no  se  han  po- 
dido llenar  todos  los  requisitos  de  asepsia  y en  los 
que  si  existiera  un  peritoneo  poco  dañado,  podría  ha- 
cer que  el  enfermo  se  defendiera  por  sí  solo  de  la  in- 
fección. 
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Se  extiende  en  consideraciones  sobre  las  condi- 
ciones del  aparato  y dice  que  ni  el  mismo  Doyen  lo 
usa  con  frecuencia. 

Cuando  la  hemorragia  es  múltiple  como  en  cier- 
tos cánceres,  no  sirve  de  nada  y en  este  caso  el  tapo- 
namiento es  más  útil. 

Dr.  Mantón  prefiere  el  aparato  del  Dr.  Newman  al  de  Tuf- 
fier,  entre  otras  razones  por  ser  sus  ramas  más  largas. 
Cree  que  en  muchos  casos  no  se  necesitan  más  de  dos 
minutos  de  presión.  En  los  casos  en  que  ha  usado  el 
aparato  sólo  ha  tenido  un  contratiempo. 

El  Dr.  Palacio  entiende  que  en  la  mayoría  de  las  veces  el 
instrumento  alarga  las  operaciones  por  las  condiciones 
especiales  en  que  se  necesita  colocar  el  operador  para 
trabajar  con  él,  y que  como  es  partidario  de  las  ideas 
de  Doyen:  “que  en  todas  las  operaciones  debe  utilizar- 
se el  menor  tiempo  posible,”  de  aquí  que  no  le  llamen 
mucho  la  atención  las  condiciones  verdaderamente 
prácticas  del  aparato  mencionado. 

Manifiesta,  además,  que  es  indudable  que  se  nece- 
sita cierta  habilidad  para  el  manejo  del  instrumento  y 
que  no  todos  los  cirujanos  estarán  en  estas  condiciones, 
por  lo  que  piensa  que  en  el  mayor  número  de  casos 
tendrán  las  pinzas  y las  ligaduras  el  principal  papel. 

El  Dr.  Suárez  Gamboa  comprende  que  el  modelo  presentado 
por  el  Dr.  Newman  es  de  más  fácil  desinfección  que 
todos  los  otros  conocidos. 

El  Dr.  Sttodard  se  muestra  conforme  con  las  condiciones 
que  para  la  práctica  ofrece  el  angiotribo  del  Dr.  New- 
man. 

El  Dr.  Gillette  dice  que  no  es  partidario  del  aparato  y se- 
ñala que  en  muchos  casos  hay  que  hacer  ligaduras 
suplementarias. 

El  Dr.  Newman  opina  que  muchos  de  los  que  han  usado  su 
aparato  no  han  tenido  la  suficiente  fuerza  para  hacer 
la  presión. 

En  su  concepto  el  angiotribo  tiene  ventajas  sobre 
la  ligadura,  por  la  forma  en  que  hace  la  presión  sobre 
los  tejidos  que  viene  á equivaler  á tres  ligaduras. 

Se  concede  la  palabra  al  Dr.  Joaquín  Jacobsen 
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(de  la  Habana)  quien  da  lectura  á un  trabajo  sobre 
“Apendicitis  basado  en  30  observaciones.” 

El  Dr.  Ortiz  presenta  otro  trabajo  sobre  apendicitis. 

Hace  uso  de  la  palabra  el  Dr.  Suárez  Gamboa 
quien  dice  que  desea  dar  á conocer  3 casos  importan- 
tes observados  por  él,  en  los  cuales  hubo  grandes  erro- 
res de  diagnóstico  y demostrar  de  este  modo  que  en 
algunas  ocasiones  hay  dificultad  en  el  diagnóstico  de 
la  apendicitis. 

En  un  caso  se  había  formulado  el  juicio  de  apen- 
dicitis y en  realidad  se  trataba  de  un  absceso  de  la 
cápsula  supra-renal. — La  paciente  era  una  palúdica. 

En  otro  caso  el  error  fue  con  un  absceso  de  la 
cara  inferior  del  hígado. 

En  el  otro  se  trataba  de  una  señorita  que  tuvo  una 
pielo-nefrosis  y en  quien  un  médico  hizo  una  punción, 
habiendo  mejorado  en  los  primeros  tiempos  y agra- 
vándose mucho  al  año  de  esta  pequeña  operación,  has- 
ta el  punto  que  otro  compañero  diagnosticó  apendicitis. 
El  Dr.  Suárez  diagnosticó  absceso  retro-cólico,  habiendo 
encontrado  en  la  autopsia  varios  abscesos  en  el  perito- 
neo y en  el  apéndice. 

Se  muestra  conforme  con  Ortiz  en  operar  los  casos 
graves  en  las  mismas  casas. 

En  la  sutura  del  apéndice  prefiere  invertir  el  mu- 
ñón y hacer  la  sutura  sero-serosa. 


Sesión  de  la  tarde 

3 p.  rq. 

presidente:  secretario: 

DR.  SUAREZ  GAMBOA.  DR.  RAMON  PALACIO. 


Concedida  la  palabra  al  Dr.  Ensebio  Hernández, 
lee  su  trabajo  titulado:  “Un  caso  de  basiotripsia  que 
impone  una  conducta  especial.” 

El  Dr.  Suárez  Gamboa  cede  la  presidencia  al  Dr.  Hernán- 
dez, para  dar  lectura  á su  trabajo  sobre:  “Ligeras  con- 
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sideraciones  acerca  del  tratamiento  del  cáncer  del  útero 
diclio  inoperable.” 

Hace  uso  de  la  palabra  el  Dr.  Núñez,  quién  acepta 
las  ideas  emitidas  por  el  Dr.  Suárez  y se  propone  se- 
guir los  consejos  de  dicho  cirujano  en  lo  referente  á 
las  ligaduras  atrofiantes  en  los  cánceres  uterinos. 

El  Dr.  Méndez  Capote  da  cuenta  de  un  cáncer  del  útero 
en  el  que  hace  año  y medio  hizo  varios  raspados,  y en 
el  último,  por  las  condiciones  especiales  del  caso,  que 
se  prestaba  á una  histerectomía  vaginal,  empezó  por 
ligar  las  uterinas,  siéndole  imposible  seguir  más  ade- 
lante por  esta  vía,  por  lo  que  determinó  pasar  al  vien- 
tre, no  obteniendo  por  esta  nueva  vía  más  ventajas 
que  el  haber  podido  ligar  las  arterias  útero-ováricas, 
teniendo  que  renunciar  á seguir  más  adelante  y ce- 
rrando en  definitiva  la  herida  abdominal. 

Dadas  las  condiciones  en  que  quedó  el  caso,  el 
Dr.  Méndez  Capote  esperó  un  rápido  y grande  fracaso; 
no  siendo  así,  y teniendo,  por  el  contrario,  el  gusto  de 
ver  notablemente  mejorada  á su  paciente. 

El  Dr.  Enrique  Fortun  pregunta  al  Dr.  Suárez  Gamboa 
qué  entiende  por  cáncer  uterino  avanzado  y en  cuáles 
está  indicado  el  tratamiento  paliativo  que  él  propone. 

Dice  que  la  estadística  de  Jacobs  es  muy  notable 
y en  la  que  se  encuentran  muchos  casos  que  no  han  re- 
cidivado. 

El  Dr.  Suárez  Gamboa  dice  que  ya  ha  dicho  en  su  trabajo 
las  ideas  que  contestan  á la  pregunta  del  Dr.  Fortún. 
La  Clínica  le  dice  que  cuando  están  invadidos  el  para 
metrium,  tabique  recto-vaginal,  etc.,  no  debe  hacerse 
el  vaciamiento  de  la  pelvis.  Cita  un  caso  en  apoyo  de 
ésto  y en  el  que  por  condiciones  especiales  tuvo  que 
operar,  habiendo  tenido  una  gran  hemorragia.  Sus  15 
casos  de  vaciamiento  de  la  pelvis,  le  han  dado  resul- 
tados fatales,  no  así  en  los  6 casos  en  que  ha  practica- 
do las  ligaduras  anemiantes. 

Cita  de  nuevo  algunas  conclusiones  de  su  trabajo. 

El  Dr.  Eusebio  Hernández  da  lectura  á otro  trabajo  que 
titula:  “Nueva  causa  de  rigidez  anatómica  del  cuello 
del  útero  durante  el  parto. 
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Sesión  del  7 de  pebrero 


PRESIDENTE 

DR.  SUAREZ  GAMBOA. 


9 a.  m. 


secretario 

DR.  RAMON  PALACIO 


Abierta  la  sesión  por  el  Dr.  Suárez  Gamboa,  éste  indica  al 
Dr.  Palacio  que  dé  lectura  á los  títulos  de  los  trabajos 
recibidos  y que  no  se  pueden  leer  por  no  estar  presen- 
tes los  autores. 

El  Dr.  Palacio  da  lectura  á su  trabajo:  “Un  caso  de  útero 
y vagina  doble.” 

El  Dr.  Stoddard  lee  su  trabajo:  “Cirugía  conservadora  en 
las  supuraciones  de  los  anexos.” 

Pide  la  palabra  el  Dr.  Newman,  que  está  de  acuer- 
do con  el  autor  y piensa  que  operando  y drenando  por 
la  vagina  se  evitan  ciertos  riesgos  que  ofrece  la  inter- 
vención por  el  vientre. 

El  Dr.  Suárez  Gamboa  se  decide  á operar  casi  siempre  por 
la  vagina  y cree  que  de  este  modo  el  dren  age  se  hace 
mejor,  merced  á las  condiciones  estáticas  de  la  enfer- 
ma en  la  cama. 

Considera  difícil  limitar  los  casos  en  que  se  puede 
hacer  cirugía  conservadora. 

El  Dr.  Méndez  Capote  se  pronuncia  partidario  entusiasta 
de  la  cirugía  conservadora. 

Cita  un  caso  de  supuración  de  los  anexos  en  quien 
otro  compañero  pensó  hacer  una  histerectomía  total  y 
en  la  que  sólo  realizó  la  operación  primera  de  Lawsou- 
Tait,  teniendo  luego  oportunidad  de  asistir  á esta  pa- 
ciente en  dos  partos  á término. 

Cita  otro  caso  de  prolapso  del  ovario,  hipertrofia 
del  cuello  y desgarro  del  periné,  en  quién  practicó  una 
operación  conservadora,  pudiendo  luego  tener  esta  se- 
ñora un  embarazo  y parto  del  todo  felices. 

El  Dr.  Gillette  practica  ó no  la  cirugía  conservadora,  se- 
gún los  casos.  Menciona  un  caso  en  que  fué  llamado 
para  operar  un  pio-salpinx  y en  donde  encontró  un 
apéndice  supurado,  extendiéndose  en  consideraciones 
sobre  él. 
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El  Dr.  NuñEz  se  adhiere  á lo  manifestado  por  el  autor. 

El  Dr.  Nicolás  Gómez  Rosas  lee  su  trabajo  que  titula: 
“Incisión  bilateral  del  cuello  en  un  caso  de  aborto 
complicado  de  septicemia  y contracción  permanente 
del  útero.” 

Hace  uso  de  la  palabra  el  Dr.  Ernesto  Aragón  y 
hace  manifestaciones  en  el  mismo  sentido  que  las  emi- 
tidas por  el  Dr.  Hernández  y que  se  expresan  á conti- 
nuación. 

El  Dr.  E.  Hernandez  dice  que  cuando  se  abren  amplia- 
mente las  membranas,  cesa  la  hemorragia,  y si  no 
cesa,  se  puede  usar  el  balón  de  Charpentier  de  Ribes, 
aunque  la  dilatación  no  sea  considerable.  Si  hay  pe- 
queña dilatación,  se  completa,  y si  la  hay,  se  trata  de 
que  se  verifique  más  lenta  para  evitar  desgarraduras. 

El  parto  forzado  y sus  derivados  (operación  de 
Harris),  se  hacen  difíciles  en  su  concepto  y los  critica 
fuertemente. 

Demuestra  con  abundantes  datos  lo  difícil  que  es 
la  dilatación  forzada  con  la  mano,  y pone  claramente 
de  manifiesto  lo  malo  del  proceder,  diciendo  en  suma 
que  los  partos  forzados  deben  pasar  á la  historia. 

El  proceder  de  Braxton  Hits  sustituye  al  balón 
de  Charpentier  y no  lo  considera,  por  tanto,  como  un 
parto  forzado. 

El  Dr.  Gómez  Rosas  pide  la  palabra,  y dice  que  las  obser- 
vaciones de  sus  compañeros  Aragón  y Hernández,  no 
tienen  importancia. 

En  los  casos  de  placenta  previa  no  siempre  la 
distensión  de  las  membranas  hace  desaparecer  la  he- 
morragia, y hay  que  tener  en  cuenta,  entre  otros  fac- 
tores que  contribuyen  á ésto,  el  descenso  de  la  cabeza 
del  feto.  f 

En  ciertos  casos  de  hemorragia  usa  el  balón  has- 
ta que  obtiene  una  dilatación  de  3 ó 4 dedos,  momen- 
tos en  que  puede  introducir  la  mano,  y entonces  en 
lugar  del  balón  hace  la  versión  y logra  la  supresión 
de  la  hemorragia,  con  la  ventaja  de  la  reducción  del 
útero  por  el  descenso  del  feto.  Esto  no  lo  hace  el  ba- 
lón. No  cree  difícil  el  introducir  la  mano  y se  declara 
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partidario  del  método  de  Harris,  el  que  considera  se 
puede  hacer  con  rapidez. 

Se  leen  los  títulos  de  varios  trabajos  de  compañeros  de  los 
Estados  Unidos,  y por  no  estar  presentes  sus  autores 
no  se  leen  en  totalidad  cada  uno  de  ellos. 

En  Dr.  Andrews  lee  su  trabajo  sobre  la  “Cura  radical  de 
la  hernia.” 

El  Dr.  VandER  Veer  encuentra  bueno  el  proceder  del  au- 
tor y cita  una  modificación  ideada  por  él,  que  le  da 
un  25%  de  ventaja. 

El  Dr.  Gillette  celebra  el  método  y lo  encuentra  ingenioso 
y práctico. 

El  Dr.  NuñEz  informa  acerca  de  un  trabajo  del  Dr.  Zinke, 
que  titula:  “Concurrencia  simultánea  de  embarazo  in- 
tra  y extra  uterino.” 

El  Presidente  anuncia  la  lectura  en  la  sesión  de  la  tarde, 
del  trabajo  del  Dr.  Palacio,  que  se  titula:  “Resultados 
de  la  cirugía  en  un  caso  de  sífilis  del  hígado.” 
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The  question  often  arises:  What  may  be  done  for  uterine  fibroids  where 
operation  for  their  removal  is  not  feasible  or  is  refussed,  and  in  what  class  of  cases 
will  non-surgical  treatment  be  attended  by  results  that  would  justify  its  adoption. 
These  are  problems  that  not  infrequently  confront  the  general  practitioner,  and  he 
is  expected  to  decide  the  question  in  the  interest  of  his  patient  without  much  to 
guide  him.  He  should  therefore  be  correctly  informed  upon  these  issues. 

Unfortunately  the  truth  has  been  over  shadowed  by  the  strenuous  efforts  to 
establish  firmly  the  feasibility  and  comparative  safety  of  radical  measures  in  these 
conditions,  and  non-surgical  treatment  has  been  made  to  appear  incompetent. 
Likewise  the  indiscrimate  application  of  electricity  to  fibroid  conditions  both  where 
it  was  appropriate  and  where  it  was  not,  led  to  failures  that  have  operated  seriously 
against  it.  There  is  much  to  be  said  in  favor  of  both  methods,  and  there  are  cases 
where  the  indication  for  each  is  sharply  defined.  This  then  is  the  point  at  issue 
when  is  surgical  intervention  positively  indicated  and  when  may  non-surgical 
methods  be  adopted  with  any  promise  of  success. 

Pedunculated  fibroids  both  subperitoneal  and  submucous  never  yield  to 
non-surgical  measures,  and  they  should  be  removed  when  discovered.  The  .same 
may  be  said  of  interstitial  growths  that  have  attained  a sufficient  size  to  cause  the 
uterus  to  rise  in  the  abdomen  above  the  umbilicus.  Fibro-Cystic  tumors  are  another 
class  that  demand  removal  since  conservative  measures  are  of  no  avail. 

It  is  true  that  much  may  be  done  to  relieve  the  pain  of  interstitial  growths 
when  their  removal  is  not  practicable.  The  relief  thus  obtained  may  be  only 
temporary,  yet  it  adds  greatly  to  the  comfort  of  the  patient,  and  should  be  advised 
when  extirpation  is  out  of  the  question. 

The  class  of  tumor  where  non-surgical  treatment  may  be  expected  to  ac- 
complish satisfactory  results  and  is  therefore  advisable,  are  both  fibrous  and 
myomatous  growths  of  the  interstitial  variety,  that  have  not  attained  .sufficient  size 
to  cause  the  uterus  to  rise  above  the  umbilicus.  The  smaller  the  growth  the  better 
the  chance  of  obtaining  success  with  this  plan  of  treatment.  Hence  the  question 
often  arises  should  these  growths  be  attacked  when  they  are  first  discovered,  or 
should  they  be  disregarded  if  they  are  not  producing  inconvenience.  Growths  of 
this  character  are  often  discovered  when  they  are  producing  no  symptoms,  and 
unfortunately  it  has  been  the  custom  to  disregard  them. 

My  observations,  which  have  been  by  no  means  limited,  have  led  me  to 
decide  in  favor  of  active  measures  for  the  arrest  of  these  growths  and  their  possible 
dissipation  whenever  they  are  detected,  and  when  they  are  small,  even  if  they  are 
causing  no  inconvenience. 
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First,  because  they  continue  to  grow  (though  slowly  in  some  instances)  if 
nothing  is  done,  even  under  the  most  favorable  conditions. 

Second,  because  the  treatment  if  properly  carried  out  by  one  competent  to 
employ  it,  cannot  possibly  be  productive  of  any  harm,  but  on  the  contrary,  if  it 
avails  nothing  more,  brings  about  a condition  that  will  facilitate  extirpation  of  the 
growth  should  it  subsequently  become  necessary. 

It  is  urged  therefore  that  the  patient  be  given  the  benefit  of  non-surgical 
treatment  in  these  cases  of  fibroid  growths  of  the  uterus  where  unprejudiced  observers 
have  decided  that  there  is  a reasonable  promise  of  success. 

It  must  be  borne  in  mind  that  fibroids  are  not  infrequently  found  where, 
either  because  of  some  constitutional  defect  operation  for  their  removal  would  not 
be  safe,  or  the  patient  may  positively  refuse  to  consent  to  the  operation,  yet  they 
are  suffering  serious  inconvenience.  In  these  cases  it  would  be  most  unwise  to  refuse 
to  give  them  the  benefit  of  treatment  that  would  certainly  palliate  the  symptoms 
and  possibly  relieve  them,  even  though  such  relief  may  not  be  permanent.  In  such 
cases  therefore  non-surgical  treatment  is  to  be  regarded  as  a necessary  alternative, 
and  should  not  be  withheld. 

Foremost  among  non-surgical  measures  for  fibroid  tumors  of  the  uterus,  is 
electricity.  Both  the  galvanic  and  the  faradic  currents  and  even  static  electricity 
may  be  employed  with  benefit. 

It  is  the  electrolydic  action  of  the  galvanic  current  that  is  relied  upon  mainly 
to  reduce  the  size  of  the  growth,  and  cause  its  dissipation  and  when  it  fails  to  ac- 
complish this  result  it  is  a material  aid  in  relieving  the  symptoms,  particularly 
pain  produced  by  pressure  and  congestion.  It  also  stimulates  absorption  of  exudates, 
and  also  removes  many  of  the  adhesions;  this  latter  result  being  accomplished  by 
shrinkage  of  the  mass  from  contact  with  adjacent  strictures  to  which  it  has  become 
adherent  and  consequent  stretching  and  giving  way  of  the  adhesions. 

Dispite  assertions  to  the  contrary,  electricity  per  se  does  not  produce  ad- 
hesions. Employed  incompetently  and  without  proper  aseptic  precautions  a 
periuterine  inflamation  may  be  excited,  resulting  in  adhesions  but  would  not  be 
the  fault  of  the  agent. 

The  methods  of  application  will  depend  upon  the  character  and  structure  of 
the  growth  and  the  symptoms  it  is  producing.  When  the  tumor  is  a hard  fibrous 
growth,  the  negative  pole  is  to  be  employed,  an  uncovered  metalic  electrode  being 
introduced  into  the  uterus.  This  will  constitute  the  active  pole,  and  the  electrode 
may  be  made  of  any  material,  because  it  is  not  acted  upon  by  this  pole.  Copper  is 
to  be  preferred  because  it  may  be  readly  bent  to  suit  the  curve  of  the  canal.  The 
ordinary  uterine  sound,  insulated  to  within  three  or  four  inches  of  the  point  by 
slipping  a piece  of  rubber  tubing  over  it,  makes  an  excellent  electrode.  The  ex- 
ternal or  indifferent  electrode,  is  to  be  placed  upon  the  abdomen,  or  back,  as  is  best 
calculated  to  include  the  main  part  of  the  growth  between  the  two  electrodes.  This 
should  consist  of  a pad  made  of  several  layers  of  thick  felt  thoroughly  wet,  and 
having  the  surface  scaped  to  diminish  resistance.  It  should  be  a large  as  can  be 
conveniently  applied  to  distribute  the  current  and  lessen  the  resistance. 

The  most  satisfactory  method  of  introducing  the  electrode  into  the  uterus,  is 
along  the  index  finger  in  the  vagina  as  a guide.  But  strict  asepsis  must  be  observ- 
ed throughout  every  detail  of  the  proceedure.  The  hands  should  be  sterilized  by 
scrubbing  them  for  fives  minutes  with  Synol  soap  and  the  electrode  must  be 
sterilized  by  boiling  in  a 2%  solution  of  the  same  for  three  minutes,  after  it  had 
been  scrubbed  with  a brush;  or  it  should  be  passed  several  times  through  an  alco- 
hol flame  or  that  of  the  Bunsen  burner.  The  vulva  should  likewise  be  scrubbed  with 
Synol  soáp,  and  the  vagina  should  be  irrigated,  with  a least  two  quarts  of  a 3% 
solution  of  the  same,  employing  the  distention  method  of  irrigation.  This  consists 
in  inserting  the  vaginal  nozzle  and  compressing  the  labia,  until  the  vagina  becomes 
distended,  then  releasing  the  pressure  and  permitting  the  accumulated  fluid  to 
escape  with  a rush. 

This  should  be  repeated  until  the  resevoir  is  exhausted.  The  resevoir  should 
be  placed  high,  at  least  five  feet  above  the  table  upon  which  the  patient  rests. 

When  zinc  electrodes  are  used,  their  surface  should  be  scrubbed  with  a nail 
brush  on  a cake  of  Sapolio  soap  to  brighten  them. 

When  there  is  haemorrhayd  or  profuse  or  prolonged  menstruation,  the  posi- 
tive pole  is  to  be  employed  in  the  uterus  instead  of  the  negative,  an  the  electrode 
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should  be  of  platinum  or  zinc;  preferably  the  latter,  because  the  oxychloride  of 
zinc  that  is  liberated  by  the  action  upon  the  metal  is  more  active  in  controlling  the 
bleeding.  After  the  bleeding  has  been  permanently  controlled  the  negative  pole 
should  be  substituted  for  the  positive. 

Soft  myomatous  growths  should  have  the  positive  pole  applied  in  the  inte- 
rior of  the  uterus;  and  zinc  electrolysis,  secured  by  means  of  an  electrode  made  of 
this  metal,  gives  better  results  than  simple  positive  electrolysis  with  the  platinum 
electrode. 

When  these  tumors  are  favorably  situated,  so  as  to  permit  the  application 
of  the  current  directly  to  the  structure  by  puncture  into  it  through  the  vagina,  if 
judiciously  employed,  the  result  will  be  more  prompt  and  more  pronounced.  The 
puncture  is  to  be  made  with  a steel  needle  of  small  diameter  to  a depth  of  a % or 
% of  an  inch.  But  this  method  of  application  should  never  be  attempted  unless  the 
puncture  can  be  accomplished  without  the  risk  of  wounding  the  bladder,  rectum, 
uterine  artery  or  ureter;  and  never  without  observing  the  strictest  aseptic  precautions, 
both  at  the  time  and  subsequently,  until  the  puncture  has  healed.  There  is 
no  doubt  that  the  application  of  the  current  in  this  manner,  directly  to  the  structure 
of  the  growth,  exerts  a more  decided  action  upon  it  than  when  it  is  applied 
through  the  uterus. 

The  application  of  the  galvanic  current  through  the  vagina  by  means  of  the 
cotton  covered  ball  electrode,  can  exert  only  a feeble  electrolydic  action  upon  the 
tumor,  therefore  it  is  of  little  value,  except  to  aid  in  relieving  congestion. 

The  strength  of  the  current  to  be  employed  will  vary  with  the  individual 
susceptibility.  Usually  the  strength  of  the  application  of  the  negative  pole  to  the 
interior  of  the  uterus  may  be  from  50  to  100  M.  employed  for  ten  minutes  each 
time,  and  the  application  may  be  repeated  every  second  or  third  day,  if  the  treatment 
is  to  be  continued  for  a short  period  (one  or  two  months).  It  is  better  to  em- 
ploy active  treatment  of  this  character  for  a period  of  two  or  three  months,  then 
discontinue  it  for  two  months  and  observe  the  result,  repeating  the  application  if 
it  is  favorable. 

The  strength  of  the  application  of  the  positive  pole  when  the  zinc  electrode 
is  used  should  not  exceed  50  or  60  M.  employed  for  ten  minutes. 

The  strength  of  the  current  used  for  puncture  through  the  vagina  should  be 
50  to  100  M.  continued  for  ten  minutes.  The  next  puncture  is  not  to  be  made  until 
the  previous  one  has  healed.  Then  the  puncture  should  be  made  in  a different 
location. 

The  apparatus  required  for  this  treatment  is  much  less  expensive  than  is 
generally  supposed.  Sixty  dollars  would  furnish  a complete  outfit  for  administer- 
ing the  galvanic  current.  There  will  be  required  40  Ueclanche  cells,  a current  con- 
troller, a reliable  meter,  and  the  electrodes  with  conducting  cords.  Any  dealer 
will  explain  how  the  cells  should  be  set  up  and  connected  with  the  meter  and  con- 
troller in  the  circuit. 

The  faradic  current  is  to  be  regarded  as  most  effective  for  relief  of  pain  and 
congestion.  Though  some  reduction  in  the  size  of  these  growths  has  been  report- 
ed from  the  use  of  this  current,  I am  inclined  to  attribute  this  wholly  to  a restriction 
of  the  capillary  circulation  which  can  only  be  transient  because  it  is  powerless 
to  remove  the  conditions  that  produce  the  increase  blood  supply  to  the  tumor.  The 
method  of  application  is  with  a metal  ball  electrode  in  the  vagina,  and  a large 
dispersing  electrode  on  the  abdomen.  The  current  should  be  used  as  strong  as  can 
be  comfortably  borne  without  producing  pain  or  discomfort.  The  application 
should  be  continued  for  at  least  15  or  20  minutes,  and  should  be  repeated  every 
day  or  every  second  day,  as  required  to  afford  relief. 

Static  electricity  is  useful  for  relieving  pain  but  cannot  be  expected  to  bring 
about  any  material  change  in  the  growth  itself.  Both  the  static  spark  and  the 
static  induced  current  may  be  employed  with  benefit.  The  spark  is  to  be  employed 
to  the  surface  of  the  abdomen  through  the  clothing,  but  the  corset  should  be  remov- 
ed. The  static  induced  current  may  be  employed  with  one  electrode  a metallic 
ball  in  the  vagina  well  up  against  the  vault,  and  the  other  over  the  tumor  on  the 
abdomen.  The  external  electrode  should  be  a felt  pad  as  large  as  can  be  convenient- 
ly applied  so  as  to  include  as  much  surface  as  possible.  Both  electrodes  may  be 
applied  to  the  external  surface, — one  on  the  abdomen  and  the  other  on  the  back — 
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but  the  result  is  not  so  good  as  where  one  electrode  is  applied  against  the  tumor 
in  the  vagina.  By  preference  the  vaginal  electrode  should  be  connected  with  the 
positive  pole. 

Ergot  administered  internally  is  certainly  a valuable  auxilary  measure  in 
some  instances.  It  acts  by  stimulating  contraction  of  the  muscular  structure  of 
the  uterus  and  by  compressing  the  blood  vessels  diminishing  the  blood  supply  to 
the  growth.  It  also  has  a controlling  influence  upon  bleeding  from  Ihe  endo- 
metrium which  is  sometimes  an  annoying  symptom.  In  two  instances  at  least  I have 
known  its  influence  combined  with  that  of  galvanic  applications  to  the  interior  of 
the  uterus  to  cause  a breaking  down  of  the  intervening  wall  with  sloughing  of  a 
large  interstitial  fibroid  which  was  subsequently  delivered  successfully  through 
the  cervix,  both  patients  making  a satisfactory  recovery.  The  combination  of 
Liquor  Sedans  with  Ergot  acts  well  in  painful  conditions. 

I have  found  the  Iodide  and  Bromide  of  Potassium  useful  sedatives  in  these 
conditions  and  they  are  certainly  a matrial  aid  in  some  cases.  They  are  usually 
administered  five  grains  of  the  iodide  with  ten  grains  of  the  bromide  in  water, 
three  or  four  times  a day. 

Arsenauro  (the  bromide  of  gold  and  arsenic)  is  a most  valuable  internal 
remedy  in  these  fibroid  cases.  It  not  only  counteracts  the  anaemia  but  arrests  the 
bleeding  from  the  endometrium.  Its  effect  in  diminishing  the  menstrual  flow  where 
it  is  excessive  is  certainly  very  marked.  In  addition  it  affords  relief  by  exerting  a 
distinctly  local  sedative  effect,  thus  relieving  pain  which  is  so  often  an  annoying 
symptom.  These  patients  build  up  astonishingly  under  it  when  it  is  continued  at 
the  maxium  dose  for  several  months.  The  method  of  adminintering  is  to  begin 
with  six  drops  in  water  three  times  a day,  after  meals  and  increase  the  dose  one 
drop  every  day  until  the  dose  reaches  sixteen  drops;  then  continue  it  at  this  dose. 

Recent  observations  have  led  me  to  conclude  that  interstitial  fibroids  of 
moderate  size  do  sometimes  disappear  under  the  influence  of  electricity  aided  by  the 
internal  remedies  enumerated  above.  During  the  past  year  I have  observed  such 
tumors  disappear  in  three  cases  and  many  other  have  diminished  very  much 
in  size.  Prior  to  two  years  ago  I was  led  to  make  the  statement  that  I had  never 
seen  a fibroid  removed  by  electricity,  except  where  it  had  caused  sloughing 
and  discharge  of  the  mass  through  the  cervix.  But  recent  observations  have  com- 
pelled me  to  change  my  views.  Dike  others  in  the  beginning  I was  induced  to  try 
the  benefit  of  electricity  in  all  varieties  of  fibroids,  because  at  that  time  their 
extirpation  had  not  been  demonstrated  to  be  a safe  proceedure.  The  result  was 
some  very  discouraging  failures.  Now  however  the  limitations  of  electricity  have 
come  to  be  better  understood  and  by  restricting  its  use  to  those  cases  where  it  has 
been  observed  to  yield  results  and  operating,  where  permissible,  in  cases  where  it 
could  not  be  expected  to  accomplish  anything  there  are  now  fewer  failures  and 
consequently  more  satisfaction  in  dealing  with  these  cases. 
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Before  the  era  of  antiseptics  and  the  great  advances  in  intestinal  surgery, 
made  possible  of  late  years  through  experimentation  on  annesthetized  animals,  the 
mortality  after  operations  for  strangulation  was  enormous;  as  late  as  1880,  ranging 
from  60  to  70%,  but  now  reduced,  through  earlier  intervention  and  modern  surgi- 
cal technique  to  15  per  cent.  Delay  in  operating  in  the  past,  was  a large  factor  in 
mortality,  but  one  of  the  most  dominant  causes  was  timid  and  defective  surgery. 

On  technique  in  operating: 

In  former  times,  an  operation  consisted  in  exposing  the  sac,  dividing  the 
ring  and  pressing  all  back,  en  masse,  into  the  abdomen,  regardless  of  tortion  of  the 
intestinal,  adhesions,  gangrene  or  perforation  of  it;  of  intestinal  anastomosis,  or 
amputation  for  gangrene  of  the  intestine,  nothing  was  known. 

But,  now  an  operation  for  strangulation  always  involves  a laparatomy , in 
cases  of  a complicated  character,  and  as  a preliminary  measure,  no  begin  by  freely 
opening  the  sac  and  chawing  the  intestine  well  down. 

A surgeon  called  to  operate  for  strangulated  hernia,  should  invariably  be 
prepared  to  perform  a resection,  or  any  description  of  plastic  operation  on  the 
intestine. 

Artificial  anus  and  primary  intestinal  jointing. 

Six  cases  of  artificial  anus  have  occured  after  gangrenous  hernia  in  my  own 
practice,  all  ending  mortally. 

Nothing  at  the  present  time  can  justify  the  formation  of  an  artificial  anus 
here.  Except  a condition  bordering  or  the  moreband  state,  now  should  an  intestine 
either  gangrenous  or  suspected  of  devitilization  be  returned  to  the  abdomen,  but 
be  resected  sur  le  champ , as  statistics  recently  gattered  show  mortality  to  be 
but  25%.  under  proper  conditions;  and,  in  skilled  hands,  it  should  have  practically 
no  mortality. 

On  the  manner  of  jointing  after  resecting  gangrenous  intestine. 

Intestine  is  joined  after  resecting  of  a part  of  it,  by  two  modes;  either  end- 
to-end,  enterorrapliy  or  latteral-anastomosis;  the  former  though  theoretically  a 
restitutio  ad  integrant  is  the  nearest  the  ideal  but  is  often  fatally  defective  because 
of  the  danger  of  leakage  at  the  mesenteric  border,  in  the  “dead  space.” 

Latteral  jointing  entirely  obviates  this  danger.  In  five  resections,  in  my 
own  practice,  three  were  jointed  end-to-end  all  died;  two  large  resections,  united 


latterally,  promptly  recovered.  Then  practicable,  latteral  anastomosis  should  entirely 
displace  end-to-end  junction,  after  gangrenous  resection. 

Materials  for  effecting  union  in  jointing  the  divided  intestine. 

The  conviction  of  surgeous  is  steadily  growing  that  the  simpler  the  materials 
employed  in  effecting  enterorraphy  the  better,  in  the  final  results,  and  hence,  the 
suture  has  come  to  be  regarded  as  the  best  mode  of  effecting  union. 

Mechanical  appliances,  all  require  the  suture  in  some  form , and  the  argu- 
ment that  they  can  be  now  quickly  applied  cannot  be  sustained,  when  the  suturing 
is  performed  by  a trained  hand. 

For  intestinal  joining  catgut  should  be  discarded  because  it  involves  more 
trauma  of  the  serosa  than  fine  silk;  besides,  it  is  liable  to  slip,  loosen  or  give  away. 
The  round-needle  and  silk  thread,  materials  found  in  every  household,  supply  all 
that  is  needed  in  every  variety  of  intestinal  enterorraphy,  after  strangulation. 
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A quarter  of  a century  ago  it  was  customary,  excepting  probably  in  the 
Women’s  Hospital  in  New  York,  when  a female  patient  presented  herself  with  a 
laceration  of  the  cervix  and  perinseum,  to  repair  the  cervix,  and  hold  her  over  for 
repair  of  the  perinseum  at  a later  period. 

If  a female  patient  required  four  or  five  distinct  surgical  procedures,  until 
within  a very  recent  period,  she  was  four  or  five,  or  even  six  months  under  the 
care  of  a surgeon,  and  about  two  thirds  of  the  time  in  bed.  However,  as  time 
progressed,  it  became  customary  to  curette  the  endometrium,  repair  a lacerated 
cervix  and  perinseum,  at  the  same  seance. 

During  more  recent  years  it  has  become  the  habit  with  some,  probably 
encouraged  more  by  Edebohls  of  New  York,  than  any  other  American  operator,  to 
clean  up  a case  without  regard  to  the  number  of  procedures  required. 

It  is  a fact  gained  by  experience,  that  a patient  in  fairly  good  condition, 
will  heal  a long  wound  with  about  as  much  safety  and  expedition,  as  she  will  a 
short  one,  provided  asepsis  has  been  maintained  with  reference  to  both  wounds.  A 
multiplicity  of  short  wounds  are  equivalent  to  a long  wound,  provided  they  involve 
similar  tissues,  but  in  multiple  operations,  dissimilar  tissues  are  involved.  Yet  it 
has  been  found  that  the  long  wound,  composed  of  dissimilar  tissues,  heals  quite  as 
readily. 

The  next  question  involved  was  that  of  anaesthesia.  Some  men  operate 
rapidly,  and  others  are  “slow  as  molasses  in  winter.”  The  former  class  may  com- 
plete a series  of  operations  within  safe  limits  for  anaesthesia,  while  the  latter  class 
would  propably  require  two  days  rations  in  the  operating  room. 

Collating  the  facts  that  multiple  wounds  heal  kindly,  and  that  manual 
dexterity  can  be  acquired,  which  enables  an  operator  to  complete  a series  of  oper- 
ations within  safe  limits  of  anaesthesia,  we  are  enabled  to  deduce  the  warrant  for 
such  surgical  conduct,  when  a case  requiring  multiple  operations  presents  itself. 

Some  years  ago,  our  English  cousins  as  represented  by  the  British  Medical 
Journal,  almost  went  into  hysterics  over  the  publication  by  Edebohls,  of  an  article 
on  multiple  operations  at  a single  seance. 

This  is  one  of  those  practical  subjects  which  is  better  demonstrated  than 
theorized  upon,  and  I have  selected  the  cases  of  fifteen  women,  out  of  a great 
many  who  have  had  multiple  operations  at  my  own  hands.  These  cases  will  now 
be  recited,  and  the  time  consumed  in  each  individual  case  will  be  given.  I may 
add  that  in  each  instance  a time  keeper  was  appointed,  and  the  reports  are  therefore 
correct. 

CASE  I 

Present. — Drs.  Stone,  Hunter  and  Ohail. 

Name. — Mrs.  P.  aged  42. 
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History. — Has  been  married  twenty  four  years,  borne  seven  children  at 
term,  and  had  three  abortions.  She  is  now  a chronic  invalid,  confined  to  bed,  and 
is  brought  to  the  hospital  on  a stretcher. 

1 st . Curetage  of  the  endometrium. 

2nd.  Trachelorrhaphy,  bilateral. 

3rd . Perinseorrhaphy. 

4th  . Divulsion  of  the  sphincter  ani  muscle,— for  anal  fissure  and  rigidity  of 
the  muscle. 

5th  . Short  median  incision  in  the  abdominal  wall,  removal  of  the  ovaries 
and  tubes  from  both  sides.  Wound  closed  by  three  or  four  interrupted  silk  worm 
gut  sutures. 

Time:. — Thirty  six  minutes. 

RESUET.— Recovered,  with  complete  restoration  to  health  a few  months 

later. 

CASE  II 

PRESENT. — Drs.  Stone,  Hunter,  and  Ohail. 

Name. — Miss  A.  aged  27. 

Hstory. — Had  a recent  attack  of  appendicitis.  Severe  dysmenorrhea. 

Uterus  retroverted.  Almost  constant  pain  in  the  right  iliac  region. 

Operations,  and  Pathology.  Oct.  25,  1894. 

1st.  Dilatation  of  the  cervix  uteri,  and  curetage  of  the  endometrium. 

2nd.  Two  and  one  half  inch  median  incision,  right  ovary  and  tube  and 
adherent  appendix  brought  into  the  wound. 

Ovary  and  tube  much  inflamed.  Small  patches  of  lymph  over  the  distal  half 
of  the  tube. 

3rd.  Appendectomy. 

4th.  Removal  of  the  right  ovary  and  tube,  followed  by  careful  wiping  out 
of  the  pelvic  cavity  with  moist  sterilized  gauze,  some  hot  water  being  poured  into 
the  cavity  from  a pitcher,  to  assist  in  the  cleansing  process. 

5th.  Anterior  fixation  of  the  fundus  uteri,  with  one  deeply  buried  silk  worm 
gut  suture.  Wound  closed. 

Time. — Forty  minutes. 

RESUET. — Recoverd. 

CASE  III 

Present. — Drs.  Sutton,  Zanesville,  Ohio,  Holden  of  Ohio,  Stone  & Hunter. 

Name. — Mrs.  K.  aged  2G, 

History. — Laceration  of  the  cervix  and  introitus  vagina.  Menorrhagia. 

Painful,  anal  fissure.  Has  an  almost  constant  uneasiness  in  the  right  iliac 
region.  Suffers  much  from  nausea.  The  appendix  is  tender  upon  pressure. 

Operations,  Nov.  18,  1894. 

1 st.  Curetage  of  the  endometrium. 

2nd.  Bi-lateral  trachelorrhaphy. 

3rd.  Perinseorrhaphy. 

4th.  Divulsion  of  the  sphincter  ani  muscle. 

5th.  Appendectomy 

Time. — Forty  minutes. 

Resuet. — Uneventful  recovery. 

CASE  IV. 

PRESENT. — Drs.  Stone,  Hunter  and  Kniffler. 

Name. — Mrs.  S.  aged  30. 

History, — Multípara.  At  her  first  labor  she  sustained  a bi-lateral  laceration 
of  the  cervix,  and  a laceration  of  the  introitus  vagina.  For  two  years  her  general 
health  has  ben  breaking.  Present  condition,  endometritis,  menorrhagia,  proctitis 
with  anal  fissure,  retroversion  of  the  uterus,  obstinate  insomnia  and  melancholia . 

Operations,  Jan.  12,  1896. 

1.  Curetage  of  the  endometrium. 


2.  Trachelorrhaphy. 

3.  Perimeorraphy. 

4.  Divulsion  of  the  sphincter  ani  muscle. 

5.  Anterior  fixation  of  the  fundus  uteri  by  laparotomy. 

Time.— Forty  five  minutes. 

Resuet. — Recovered,  with  eventual  restoration  to  health. 

CASE  V 

PRESENT. — Prs.  Stone,  Hunter  and  Babb. 

Name. — Mrs.  W.  aged  48. 

History. — Multípara.  Some  years  ago  incurred  a laceration  of  the  cervix 
and  introitus  vagina.  In  addition  at  the  present  time  has  retroversion,  also  a 
proctitis  with  an  anal  fissure. 

Operations,  Apr.  10,  1896. 

1.  Curetage  of  the  endometrium. 

2.  Trachelorralipy. 

3.  Perinaeorraphy. 

4.  Divulsion  of  the  sphincter  ani  muscle. 

5.  Short  median  incision,  followed  by  anterior  fixation  of  the  fundus  uteri, 
and  at  below  the  lower  angle  of  the  wound,  by  two  buried  silk  worm  gut  sutures. 
Closure  of  the  wound  with  interrupted  silk  worm  gut  sutures. 

Time. — Fifty  minutes. 

RESUET. — Recovered. 

CASE  VI 

PRESENT. — Drs.  Stone,  Hunter,  Babb,  Whitten  and  Van  Kirk. 

Name.  Mrs.  C,  aged  42. 

History. — Multípara,  Chronic  invalid.  Endometritis.  Eaceration  of  the 
cervix,  uterus  prolapsed  and  retroverted,  introitus  vagina  lacerated. 

Operations,  Apr.  25,  1896. 

1.  Curetage  of  the  endometrium. 

2.  Bi-lateral  trachelorrhaphy. 

3.  Perimeorrhaphy. 

4.  Anterior  fixation  of  the  fundus  uteri  by  laparotomy. 

Time. — Thirty  minutes. 

RESUET. — Recovered. 

CASE  VII 

PRESENT. — Drs.  Stone,  Hunter  and  Babb. 

Name. — Mrs.  J.  aged  50. 

History. — IV  para.  Uterus  prolapsed  and  retroverted,  Vesicocele. 
Rectocele,  with  laceration  of  the  introitus  vagina  and  cervix  uteri.  Meno- 
rrhagia. 

Operations,  Mar.  18,  1897. 

1.  Curetage  of  the  endometrium. 

2.  Trachelorrhaphy. 

3.  Anterior  and  posterior  colporrhaphy. 

4.  Median  abdominal  incision. 

5.  Myomectomy,  interstitial  fibroid  in  the  fundus  uteri. 

6.  Anterior  fixation  of  the  fundus  uteri.  All  wounds  during  the  operations 
closed  with  catgut,  known  as  “Edebohls  forty  two  day  catgut”. 

Time. — One  hour  and  fifteen  minutes. 

Resuet. — Recovered,  with  complete  restoration  to  health. 

CASE  VIII 

Present. — Drs.  Stone,  Hunter,  Babb  and  Kimmel. 

Name. — Mrs.  B.  aged  24. 

History. — II  para.  Sustained  at  last  labor  a bi-lateral  laceration  of  the  cervix 
and  a laceration  of  the  introitus  vagina.  She  has  also  suffered  severely  from 
repeated  attacks  of  biliary  colic. 
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Operations,  Sept.  15,  1897. 

1 . Curetage  of  the  endometrium. 

2.  Trachelorrhaphy. 

3.  Perinaeorrhaphy. 

4.  Cholecystotomy.  Oblique  incision,  parallel  with  the  right  costal  border, 
exposing  the  gall  bladder,  sausage  shaped,  containing,  no  fluid,  but  containing 
three  large  gall  stones,  set  in  a row,  and  closely  invested  by  the  wall  of  the  gall 
bladder.  The  latter  was  drawn  into  the  wound,  incised  and  emptied,  and  the 
wound  stitched  into  the  abdominal  wound,  and  a rubber  drain  tube  introduced 
into  the  gall  bladder. 

Time. — Fifty  two  minutes. 

RESUET. — Recovered,  with  complete  restoration  to  health. 


CASK  IX 


PRESENT. — Drs.  Stone,  Hunter,  Babb,  and  Hazlett. 

Name. — Mrs.  D.  aged  41. 

History. — III  para,  youngest  child  eleven  months  old.  Examination:  Bi- 
lateral laceration  of  the  cervix  uteri.  Laceration  of  the  perineseum  down  to  the 
sphincter  ani  muscle.  Tenderness  at  Me  Burney’s  point.  A movable  something 
which  can  be  carried  back  toward  the  right  renal  region,  possibly  a kidney. 

Gall  bladder  felt,  quite  tender;  has  had  biliary  colic. 

Operations,  Jan.  4.  1898. 

1.  Curetage  of  the  endometrium,  irrigation  of  uterine  cavity,  and  swabbing 
out  the  same  with  a saturated  solution  of  iodized  phenol. 

2.  Trachelorrhaphy.  The  cervical  flaps  were  denuded  and  the  clefts  of  the 
lacerations  were  cleaned  out  with  Schroeder’s  Catling  knife.  The  denuded  surfaces 
were  united  with  catgut  suture. 

3.  Perinaeorrhaphy,  with  posterior  colporrhaphy.  A curvelinear,  triangular 
surface,  the  apex  resting  a half  an  inch  above  the  vaginal  crest,  the  sides  extending 
obliquely  to  the  carunculae  myrti formes;  the  latter  points  united  by  a curvelinear 
incision  through  the  junction  of  the  skin  and  vaginal  mucosa,  was  denuded  with 
Schroeder’ s knife.  The  edges  of  this  triangle,  from  its  apex  to  the  caruncles,  were 
united  by  interrupted  silk  sutures,  eight  to  the  inch.  With  a long  curved  needle,  a 
deep  binding  suture  of  silk  was  passed  as  follows: 

The  point  of  the  needle  was  entered  three  eights  of  an  inch  from  the  edge 
of  the  external  incision,  and  carried  upwards  through  all  the  tissues,  on  the  right 
side  of  the  wound.  Witch  a turn  of  the  wrist  it  was  sent  through  the  corresponding 
tissues  of  the  opposite  side,  and  made  to  emerge  through  the  skin  three  eights  of 
an  inch  from  the  opposite  edge  of  the  wound,  the  point  of  entrance  and  exit  being 
directly  opposite  one  another.  This  binding  suture  was  for  the  moment  left  untied 
the  needle  having  been  removed.  A few  interrupted  sutures  now  closed  the  external 
wound,  and  the  deep  binding  suture  was  tied.  The  vagina  was  now  thoroughly 
irrigated  wit  hot  water,  and  mopped  dry  with  small  cotton  balls,  and  loosely  filled 
with  iodoform  gauze.  The  sphincter  ani  muscle  was  divulsed  and  the  pelvic 
operations  vere  completed. 

4?  Exploratory  laparotomy.  The  patient  was  now  placed  in  the  extended 
dorsal  decubitus,  and  to  determine  the  enigma  concerning  the  appendix,  a short 
median  incision,  above  the  pubic  symphisis  was  made,  the  fingers  were  introdu- 
ced into  the  peritoneal  cavity.  The  appendix  was  located  and  decided  to  be  nor- 
mal. But  peeping  over  an  imaginary  line  drawn  across  the  abdomen  transversely 
to  Me  Burney’s  point,  steadied  somewhat  by  the  super-imposed  hand  on  the  abdomi- 
nal wall,  could  be  felt  the  lower  end  of  a thin  projection  of  the  right  lobe  of  the 
liver,  and  the  lower  end  of  the  gall  bladder.  This  projection  of  the  lobe  of  the 
liver  hung  down  like  a small  apron,  and  was  that  “something”  felt  in  the  exami- 
nation, and  which  could  be  carried  toward  the  right  renal  region,  suggesting  a 
floating  kidney.  The  wound  in  the  abdominal  wall  was  now  closed. 

5?  Cholecystotomy.  A free  incision  was  carried  vertically  or  longitudi- 
nally through  the  right  rectus  muscle  at  its  upper  extremity,  and  the  gall  bladder 
was  drawn  into  the  incision.  It  vas  of  the  shape  and  thickness  of  an  ordinary  sausage 
and  about  five  inches  in  length.  The  thin  projecting  edge  of  the  light  lobe  of 


the  liver,  hung  down  over  it  like  an  apron,  and  hepatic  abnormality  which  was  to 
me  a curiosity.  The  gall  bladder  contained  no  liquid  of  any  moment.  It  was  split 
open  at  its  dome  and  live  large  gall  stones  \vere  extracted.  They  averaged  three 
quarters  of  an  inch  in  diameter,  were  set  in  a row,  and  all  fasiculated.  The  opening 
in  the  gall  bladder  was  stitched  to  the  deeper  layers  of  the  abdominal  wound,  at 
its  upper  angle.  A soft  rubber  drain  tube  was  inserted  into  the  gall  bladder,  and 
the  remainder  of  the  abdominal  wound  was  closed. 

Time. — One  hour  and  thirty  five  minutes,  on  the  operating  table. 

Resuet. — Recovered,  with  complete  restoration  to  health. 

CASE  X 

Present. — Drs.  Stone,  Hunter  and  Ahlers. 

Name.. — Mrs.  H.  aged  37. 

History. — Multípara.  Uterus  retroverted,  endometritis  whith  bi-lateral 
laceration  of  the  cervix  and  laceration  of  the  introitus  vagina.  Painful  anal  fissure. 

1st.  Curetage  of  the  endometrium. 

2nd.  Trachelorrhaphy. 

3rd.  Perinaeorrhaphy, 

4th.  Division  of  the  sphincter  ani  muscle. 

5th.  Laparotomy,  followed  by  anterior  fixation  of  the  fundus  uteri. 

Time. — Forty  five  minutes, 

Resuet. — Recovered  with  restoration  to  health. 

CASE  XI 

Present. — Drs.  Stone,  Smith  and  Wilson. 

Name. — Mrs.  P.  aged  28. 

History. — II  para.  Examination.  Uterus  retroverted.  Endometritis,  with 
menorrhagia.  Bi-lateral  laceration  of  the  cervix.  Laceration  of  the  introitus  va- 
gina. Painful  anal  fissures. 

Operations,  Mar.  7,  1899. 

1st.  Curetage  of  the  endometrium. 

2nd.  Bi-lateral  trachelorrhaphy. 

3rd.  Perinaeorrhaphy. 

4th.  The  edge  of  the  knife  drawn  through  the  base  of  a painful  fissure,  and 
the  muscle  divulsed. 

5th.  Laparotomy,  followed  by  anterior  fixation  of  the  fundus  uteri. 

Time. — Forty  six  minutes. 

RESUET. — Recovered,  with  complete  restoration  to  health. 

CASE  XII 

Present. — Drs.  Stone,  Babb,  Rankin  and  Bippus. 

Name, — Mrs,  K.  aged  35. 

History. — IV  para.  One  abortion,  last  confinement  four  years  ago.  Has 
been  in  bad  health  for  ten  years.  Examination.  Chronic  endometritis,  salpingitis 
and  ovaritis.  Bi-lateral  laceration  of  the  cervix  uteri.  Laceration  of  the  perinaeum. 
Painful  anal  fissure. 

Operations,  Sept.  9,  1899. 

1st.  Curetage  of  the  endometrium. 

2nd.  Trachelorrhaphy. 

3rd.  Perinaeorrhaphy. 

4th.  Divulsion  of  the  sphincter  ani  muscle. 

5th.  Laparotomy,  followed  by  removal  of  the  uterine  appendages. 

Time. — Forty  eight  minutes. 

RESUET. — Recovery,  with  restoration  to  health. 

CASE  XIII 

Present. — Drs.  Stone,  Hunter. 

Name. — Mrs.  D.  aged  36. 
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History. — VII  para.  Endometritis.  Slight  laceration  of  the  cervix.  Deep 
laceration  of  the  introitus  vagina.  One  large  painful  hemorrhoid. 

Operations,  Sept.  11.  1899. 

1st.  Dilatation  of  the  cervix,  with  Ellinger’s  dilator,  followed  by  curetage 
of  the  endometrium,  and  a puncture  of  the  body  of  the  uterus,  at  the  fundus, 
through  which  the  cúrete  can  readily  be  passed  and  felt  through  the  abdomi- 
nal wall. 

2nd.  Perinseorrhaphy. 

3rd.  Divulsion  of  the  sphincter  ani  muscle  and  removal  of  the  hemorrhoid, 

4th.  Laparotomy,  followed  by  the  closure  of  the  wound  in  the  fundus  uteri 
with  Letnbert  sutures,  and  anterior  fixation  of  the  fundus. 

Time. — On  the  operating  table,  one  hour. 

RESUET. — Recovered,  with  complete  restoration  to  health.  At  the  time  of 
this  writing,  Jan.  24,  1901,  the  patient  is  two  months  pregnant. 

CASE  XIV 

Present. — Drs.  Stone,  Hunter  and  Stewart  and  others. 

Name. — Mrs.  I.  aged  35. 

History. — II  para.  Last  labor  five  years  ago,  after  which  he  developed  hys- 
tero-epilepsy.  Laceration  of  the  introitus  vagina,  bi-lateral  laceration  of  the  cervix, 
chronic  endometritis,  salpingitis  and  ovaritis,  with  adhesions.  Anal  fissure. 

Operations,  Apr.  12,  1900. 

1st.  Curetage  of  the  endometrium. 

2nd.  Trachelorrhaphy. 

3rd.  Perinseorrhaphy. 

4th.  Divulsion  of  the  sphincter  ani  muscle. 

5tli.  Laparotomy,  followed  by  the  removal  of  the  uterine  appendages  on 
both  sides. 

Time. — P'orty  five  minutes. 

RESUET. — Recovered,  with  future  restoration  to  health. 

CASE  XV 

PRESENT. — Drs.  Stone,  Foster,  Hall  and  others. 

Name. — Mrs.  D.  aged  31. 

History.— Patient  feeble,  chronic  invalid.  Anal  fissures,  laceration  of  the 
introitus  vagina,  uterus  retroverted,  bi-lateral  laceration  of  the  cervix,  chronic 
endometritis,  salpingitis  and  ovaritis,  with  adhesions. 

Operations,  Oct.  3,  1900. 

1st.  Curetage  of  the  endometrium,  swabbing  out  the  uterine  cavity  with 
a saturated  solution  of  iodized  phenol. 

2nd.  Trachelorrhaphy. 

3rd.  Perinseorrhaphy. 

4th.  Divulsion  of  the  sphincter  ani  muscle. 

5th.  Laparotomy,  followed  by  removal  of  the  uterine  appendages. 

0th.  Anterior  fixation  of  the  fundus  uteri. 

Time. — Forty  five  minutes. 

RESUET. — Recovered. 

This,  gentlemen,  finishes  the  demonstration  which  is  respectfully  submitted 
to  your  honorable  body. 


THE  OPERATIVE  TREATMENT  OF  CANCER  OF  THE  UTERUS 


BY 

E.  E.  MO/NTGOME-Rg,  M.  V>. 

PROFESSOR  OF  GYNECOIyOGY  IN  THE  JEFFERSON  MEDICAE  COEEEGE 
GYNECOEOGIST  TO  JEFFERSON  AND  ST.  JOSEPH’S  HOSPITALS 
PHIEADEEPHIA,  PA. 

My  consideration  of  this  subject  will  be  confined  to  the  radical  treatment. 
A few  years  ago,  the  conflict  was  between  high  amputation  of  the  cervix  and 
vaginal  hysterectomy.  To  day,  it  is  between  the  latter  and  extirpation  by  the 
abdominal  route. 

Prior  to  the  present  excellent  results  obtained  through  improved  technique 
and  increased  experience,  the  advantages  were  with  those  who  excised  the  diseased 
cervix. 

The  occasional  involvement  of  the  uterine  structures  above  the  point  of 
excision,  the  recognition  that  the  individual  who  developed  carcinoma  possessed 
an  inherent  susceptibility  to  the  disease,  which  was  increased  by  the  resultant 
cicatricial  tissue  and  the  periodical  congestion  induced  by  the  retained  ovaries, 
demonstrated  the  wisdom  of  complete  extirpation. 

By  which  route  shall  the  diseased  organ  be  removed?  The  vaginal  and  the 
abdominal  incision  each  has  its  ardent  champions  and  as  usual,  the  truth  lies 
between  the  two  extremes.  The  condition  of  the  patient,  not  the  predilection  of 
the  operation,  should  decide  the  procedure.  The  primary  requirements  for  the 
operation  should  be,  first,  excision  of  the  organ  within  the  limits  of  healthy  tissue; 
and,  second,  the  safeguarding  the  wound  from  secondary  infection  or  implantation, 

The  vaginal  route  may  be  chosen  when  the  disease  is  plainly  confined  to  the 
cervix  or  body,  the  uterus  is  not  unduly  large  a-nd  freely  movable,  and  the  vagina 
is  sufficiently  spacious  to  permit  of  ready  access.  The  incision  should  extend  at 
least  one-third  of  an  inch  beyond  the  margin  of  diseased  tissue,  and  the  disorgan- 
ized structure  should  as  a preliminary  be  cureted,  cauterized  with  the  cautery, 
and  shut  off  from  the  vagina  by  sutures.  If  necessary  to  accomplish  this  inversion, 
flaps  may  be  dissected  up  prior  to  the  use  of  sutures.  After  incision  of  the  vagina, 
the  dissection  is  extended  laterally  to  remove  as  much  parametrial  tissue  as  safety 
for  the  ureters  will  permit,  and  the  uterine  arteries  are  isolated  and  tied  separately. 
The  fundus  is  turned  down  through  the  anterior  fornix,  the  broad  ligaments  may 
be  clamped  and  the  uterus  is  cut  away,  after  which  the  ligament  should  be  crushed 
with  an  angiotribe  and  ligated  with  chromacised  catgut  in  the  groove  thus  formed. 
The  angiotribe  may  be  used  and  the  temporary  employment  of  the  clamps  avoided. 
A suture  should  be  passed  through  each  broad  ligament  and  tied,  after  which  the 
ends  should  be  carried  through  the  corresponding  side  of  the  vagina,  to  prevent 
its  subsequent  prolapse.  The  peritoneal  surfaces  may  be  united  by  continous  catgut 
suture  and  the  vaginal  wound  loosely  packed  with  iodoform  gauze. 

The  vaginal  operation  offers  the  advantages  of  greater  expedition  in  its 
performance,  a more  rapid  convalescence,  and  greater  freedom  from  pain. 

Oddly  enough,  some  of  those  who  most  highly  extol  vaginal  hysterectomy 
for  inflammatory  conditions  are  most  condemnatory  of  it  for  cancer.  One  ascribes 
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the  asserted  greater  frequency  of  relapse  in  vaginal  hysterectomy  than  in  high 
amputation  of  the  cervix  to  the  increased  risk  of  the  cancer  cells  or  the  specific 
germs  being  forced  into  the  lymphatics,  but  such  a conclusion  seems  more  fanciful 
than  real.  If  such  a possibility  is  increased,  what  is  to  prevent  the  high  amputation 
being  the  first  step  in  the  extirpation  when  the  infected  portion  can  then  be  removed 
without  such  a risk.  In  suitable  cases,  I believe  no  operation  is  superior  to  vaginal 
extirpation  of  the  uterus,  but  would  insist  that  the  cases  must  be  carefully  selected, 
keeping  in  mind  the  primary  requisites  named,  viz,  excision  in  healthy  tissue  and 
protection  against  reimplantation. 

The  abdominal  operations  should  be  elected  whenever  the  favorable  conditions 
which  we  have  enumerated  as  requisite  for  vaginal  hysterectomy  do  not  exist.  In 
extension  of  the  disease  beyond  the  confines  of  the  uterus,  the  destruction  of  the 
vaginal  portion  of  the  cervix,  in  involvement  of  the  vagina,  partial  infiltration  of 
one  or  both  broad  ligaments,  where  the  uterus  is  large,  and  the  disease  is  compli- 
cated by  the  presence  of  uterine  fibroids,  ovarian  growths,  or  the  uterus  is  fixed  by 
previous  inflammatory  attacks,  the  abdominal  incision  should  be  favored.  It  should 
also  be  selected  in  the  single  or  nulliparous  woman. 

The  advantages  of  the  abdominal  procedure  are  mainly  in  the  increased  oppor- 
tunity for  removal  of  the  parametrial  tissue,  enabling  the  operator  to  get  farther 
away  from  the  confines  of  the  disease,  the  better  opportunity  to  follow  and  inspect 
the  ureters,  decreasing  the  danger  of  their  injury,  permiting  their  repair  where 
injury  has  been  unavoidable,  and  the  greater  security  against  hemorrhage.  Where 
an  extensive  dissection  is  required,  the  loss  of  blood  may  be  avoided  by  early  li- 
gation of  the  ovarian  and  internal  iliac  arteries,  which  largely  cuts  off  the  blood 
supply  to  the  pelvic  viscera  and  renders  the  operation  almost  bloodless. 

Much  stress  has  been  placed  upon  the  advisability  of  the  removal  of  the 
chain  of  lymphatic  glands  which  are  likely  to  be  infected  from  the  uterus.  Fortu- 
nately, the  lymphatic  glands  in  uterine  cancer  are  late  in  becoming  involved.  In 
my  experience  they  are  rarely  involved  when  the  case  is  an  operable  one.  I do  not 
believe  their  removal  as  a routine  practice  desirable  as  in  hopeful  cases  they  are 
not  sufficiently  often  involved  to  justify  the  additional  dissection  and  risk  in  their 
removal.  The  hysterectomy  can  be  rapidly  performed  by  placing  clamp  forceps 
upon  the  broad  ligaments  cut  between  them  and  the  uterus,  carrying  an  incision 
forward  over  the  bladder,  and  pushing  down  the  flap  including  the  bladder,  the 
tissues  are  pushed  down  laterally  and  the  uterine  arteries  are  seized.  The  posterior 
fornix  of  the  vagina  is  incised  upon  a pair  of  forceps  which  have  been  previously 
placed  in  the  vagina  and  are  pushed  up  by  an  assistant.  Through  this  opening  the 
cervix  is  seized  and  drawn  up,  while  the  vaginal  attachment  is  incised  by  the 
scissors.  An  assistant  is  ready  to  seize  bleeding  vessels  with  pressure  forceps.  The 
clamped  broad  ligaments  are  crushed  with  chromacised  catgut.  The  peritoneal 
cavity  is  closed  over  the  vagina  with  a continuous  catgut  suture  preliminary  to 
closing  the  abdominal  wound.  When  the  parauterine  tissue  is  infiltrated,  it  may 
be  necessary  to  dissect  out  the  ureters  preliminary  to  the  excision  of  the  tissue  to 
avoid  its  injury.  Occasionally  it  will  be  necessary  to  resect  the  ureter  in  order  to 
succeed  in  the  complete  removal  of  disease,  when  an  anastomosis  with  the  bladder 
may  be  established  at  a higher  level.  Should  the  anterior  wall  of  the  bladder  be 
involved,  a portion  of  it  may  be  excised  with  the  uterus.  The  entire  bladder  has 
been  extirpated,  the  ureters  connected  directly  with  the  urethra,  with  the  vagina 
or  introduced  into  the  rectum.  Such  operations  serve  to  exploit  the  operator  more 
than  they  are  of  service  to  the  patient.  The  Kraske  operation  no  longer  affords 
any  advantages  in  the  extirpation  of  the  uterus.  It  can  be  required  in  complicat- 
ing rectal  cancer  only  when  the  upper  part  of  the  rectum  is  the  site  of  the  disease. 
The  resection  of  the  sacrum  is  rarely  necessary,  as  the  enlargement  of  the  vagina 
or  at  most  the  excision  of  the  coccyx,  be  sufficient. 

In  the  consideration  of  the  treatment  it  should  be  appreciated: 

First,  that  an  operation  to  afford  hope  of  escape  from  relapse  should  be  early. 

Second,  the  vaginal  operation  should  have  the  preference  wherever  the  con- 
ditions will  permit  of  its  performance. 

Third,  every  precaution  should  be  exercised  to  operate  in  healthy  tissue  and 
avoid  the  possibility  of  reimplantation. 

Fkmrtli,  the  prognosis  is  much  less  favorable  in  women  under  thirty-five, 
quite  favorable  in  women  over  fifty,  if  an  operation  is  done  early. 
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Una  fórmula  definitiva,  señalando  las  operaciones,  las 
cuales  se  deben  emplear  para  asegurar  la  curación  perma- 
nente de  prolapso  y procidencia  del  útero,  todavía  no  se  lia 
enunciado.  Casi  todas  las  que  se  pudiesen  idear  se  han  he- 
cho; pero  á pesar  de  eso  el  tratamiento  enseñado  en  los  libros 
y periódicos  queda  inadecuado,  y los  métodos  empleados  por 
los  cirujanos  no  dan  siempre  resultados  buenos  y duraderos. 

Las  operaciones  plásticas  hechas  en  el  cuello,  perineo  y 
en  la  vagina,  no  alcanzan  muchas  veces  tener  el  cuello  den- 
tro de  la  vagina  sino  por  algún  tiempo.  Siendo  que  la  proci- 
dencia se  encuentra  de  vez  en  cuando  en  las  vírgenes,  y que 
las  laceraciones  no  resultan  por  regla  en  prolapso,  se  ve  que 
la  falta  no  viene  primeramente  de  las  laceraciones,  y que  el 
sostén  del  perinéo  y de  la  vagina  es  sólo  de  menor  impor- 
tancia. 

Aun  después  de  una  histerectomía  vaginal,  la  pared 
vaginal  suele  mostrarse  en  poco  tiempo  por  entre  los  labios 
mayores,  porque  las  condiciones  de  las  cuales  dependía  la 
procidencia  de  los  órganos  pélvicos  no  han  sido  remediadas. 

La  ventrofij  ación  suele  dar  resultados  temporarios  ó de- 
fectuosos, pues  si  la  adherencia  artificial  del  útero  no  sea  ex- 
tensa, el  prolapso  recurriera;  pero  si  por  el  contrario  sea 
extensa,  el  útero  quedará  demasiado  elevado  con  las  corres- 
pondientes desventajas. 
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No  queremos  una  fijación  rígida  del  órgano  mismo,  sino 
una  elevación  hasta  su  propia  altura  ó un  poco  más,  de  todas 
las  estructuras  relajadas.  Entonces  el  útero,  que  está  en  el 
centro  de  esas  estructuras  y cuya  posición  depende  de  las 
posiciones  de  ellas,  quedará  arriba  con  éstas.  Eso  es  lo  con- 
trario de  la  ven trofij ación,  puesto  que  en  ésta  el  útero  sus- 
pendido debe  sostener  las  estructuras  relajadas  en  vez  de 
estar  sostenido  por  ellas. 

Por  lo  tanto,  debemos,  al  fin  de  reponer  el  útero  en  una 
posición  conforme  á la  naturaleza,  prestar  atención  á cada 
una  de  esas  estructuras,  las  cuales  son  la  vejiga,  los  liga- 
mentos redondos,  anchos  y sacronterinos.  Para  completar  el 
sistema  de  reponer  ó componer  todas  las  partes  aflojadas  se 
reparan  también  los  defectos  abajo  á la  entrada  de  la  vagina. 
Se  comprende  qne  la  raspa  del  útero,  la  sutura  del  cuello, 
etc.,  ya  se  hayan  hecho  según  las  indicaciones. 

El  modo  de  operar  variará  según  el  caso,  pero  en  todo 
es  como  el  que  sigue. 

Primero.  Recortar  los  ligamentos  redondos  de  modo 
de  formar  á cada  lado  una  presilla,  y en  seguida  atar  éstas 
al  peritoneo  algo  más  arriba  é interno  de  los  anillos  ingui- 
nales interiores,  los  cuales  están  marcados  por  las  entradas, 
en  ellos,  de  los  ligamentos.  Ahora  queda  el  útero  en  casi  su 
propia  posición  y las  relaciones  de  los  demás  ligamentos,  y 
también  el  efecto  de  nuestro  trabajo  puede  juzgarse  y arre- 
glarse á cada  paso. 

Segundo.  Suturar  las  márgenes  infundibulopélvicos 
de  los  ligamentos  anchos  adelante  al  peritoneo  parietal,  ex- 
terno de  los  anillos  inguinales  interiores,  tan  alto  como  sea 
posible,  sin  extender  los  tisús  demasiado.  Pues  se  sutura  el 
tisú  de  los  ligamentos  anchos  qne  queda  bastante  flojo  para 
permitirlo  al  peritoneo,  cerca  de  las  presillas  ya  hechas  de 
los  ligamentos  redondos. 

Tercero.  Poner  una  sutura  á través  de  la  extremidad 
uterina  de  cada  ligamento  redondo  y suturar  éstos  al  perito- 
neo por  encima  y externo  de  la  vejiga. 

Cuarto.  Reparar  en  los  ligamentos  sacrouterinos.  Si 
quedan  flojos  ó si  permiten  que  el  cuello  se  acerque  dema- 
siado á la  entrada  de  la  vagina,  se  toma  en  cada  uno  un  plie- 
gue y lo  sutura  al  ligamento  ancho  á su  coyuntura  con  el 
cuello,  quizás  asiendo  éste  ligeramente  y teniendo  cuidado 


de  asegurar  una  unión  tan  extensiva  de  las  superficies  peri- 
toneales  como  se  pueda. 

Quinto.  Buscar  el  resto  del  uraco  cerca  de  la  extre- 
midad inferior  de  la  incision  abdominal,  y hacer  una  incisión 
en  el  peritoneo  casi  vertical  á cada  lado  de  ella,  divirgiendo 
un  poco  de  arriba  hacia  abajo.  Estas  comienzan  como  de  á 
una  pulgada  más  arriba  de  la  extremidad  inferior  de  la  inci- 
sión abdominal,  y media  pulgada  de  distancia  á cada  lado,  y 
terminan  abajo  á la  vejiga.  Se  pone  una  incisión  transversal 
que  une  las  extremidades  superiores  de  las  laterales  á la  cen- 
tral abdominal.  El  peritoneo  entre  estas  incisiones  se  diseca 
de  su  base,  recogiendo  con  sí  tanto  tejido  conectivo  como  se 
pneda,  y se  va  formando  nn  colgajo  de  peritoneo  y tejido  co- 
nectivo, en  el  centro  de  lo  cual  queda  el  uraco.  Se  tuerce  este 
colgajo  hasta  que  se  forma  una  cuerda  flexible  ó blanda,  y se 
la  sutura,  traspasando  el  uraco  con  el  hilo,  á la  faja  del  múscu- 
lo rectus  cerca  de  la  incisión,  y bastante  arriba  para  levan- 
tar la  vejiga  y la  pared  anterior  de  la  vagina  algo  más  de  lo 
normal.  Por  consiguiente  queda  suspendida  la  vejiga  por 
una  cuerda  artificial,  semejante  al  modo  enseñado  por  Daw- 
son (British  Medical  Journal  de  Julio  de  1988). 

Algunas  de  las  suturas  de  la  pared  abdominal  traspasan 
esta  cuerda  torcida  para  sostenerla,  y además  puede  la  sutura 
inferior  tocar  á la  pared  de  la  vejiga  si  se  cree  necesario. 

Así  queda  sostenido  casi  todo  el  contenido  pelviano,  sin 
una  fijación  rígida  de  los  órganos  que  deben  funcionar  y mo- 
verse. La  naturaleza  se  ha  imitado,  y á mi  parecer,  el  pro- 
blema de  la  curación  de  prolapso  y procidencia  del  útero  que- 
da resuelto. 

En  caso  que  además  de  curar  la  condición  de  prolapso 
sea  preciso  hacer  una  amputación  supravaginal,  se  puede  su- 
turar las  partes  restantes  conforme  á la  misma  idea,  y con 
buen  éxito.  En  un  caso  de  prolapso  combinado  con  prociden- 
cia del  cuello  alargado,  sea  hipertrofiado,  hice  una  colpo- 
perineorafia  y vaginofij  ación  con  la  extirpación  de  una  parte 
de  la  pared  anterior  de  la  vagina.  Al  cabo  de  algunos  meses 
se  mostró  el  cuello  por  entre  los  labios  mayores.  De  consi- 
guiente, abrí  el  abdomen,  separé  en  parte  las  adherencias  ar- 
tificiales de  la  vejiga  hechas  en  la  primera  operación,  hice 
una  amputación  supravaginal  del  útero,  y suturé  el  cuello  y 
ligamentos  anchos  al  peritoi^o  parietal  anterior.  Pues  levan- 
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té  la  vejiga  por  medio  de  las  suturas  abdominales,  á las  cua- 
les había  tirado  el  peritoneo  y tejido  conectivo  de  su  cumbre. 
No  separé  el  uraco  para  hacer  la  cuerda,  porque  los  restos  de 
las  adherencias  artificiales  entre  el  útero  y la  vejiga  ayuda- 
ban á sostenerla,  y no  había  necesidad  de  una  elevación  más 
grande. 

Hasta  hoy,  no  he  tenido  ocasión  de  probar  el  método  en 
muchos  casos  de  procidencia;  pero  he  operado  así  muchas  ve- 
ces para  prolapso.  Aprovechándose  de  la  postura  de  Trende- 
lemburg,  no  se  encuentra  ninguna  dificultad.  Basta  una  in- 
cisión abdominal  de  diez  centímetros. 

Empleo  la  cuerda  de  violín  endurecida  por  formalin. 
Como  nos  ha  enseñado  el  caso  referido,  no  es  siempre  nece- 
sario suturar  todas  las  partes  mencionadas,  sino  sólo  las  qne 
estén  laxas  y las  cuales  no  podrían  sin  eso  ayudar  á sostener 
el  útero.  Se  cuece  la  cuerda  de  violín  siempre  inmediatamen- 
te antes  de  usarla,  para  no  faltar  á la  antisepsia. 

Quiero  añadir  que  hay  casos  ligeros  de  prolapso,  los 
cuales  después  de  las  operaciones  hechas  en  el  perineo,  vagi- 
na y cuello  del  útero,  no  necesitan  más  que  la  operación  de 
Alexander,  y que  asi  se  puede  evitar  el  abrir  la  cavidad 
peritoneal.  Esto  es  conforme  al  modo  recomendado,  el  cual 
exige  que  se  opere  solamente  sobre  los  tejidos  laxos,  y cuya 
función  es  la  de  sostener  el  útero,  en  vez  de  fijar  el  útero 
mismo  de  manera  que  éste  sostenga  á aquéllos.  Pero  el  obje- 
to de  este  artículo  era  de  llamar  la  atención  á un  método  para 
los  casos  serios  que  no  se  pudiesen  curar  sin  una  laparotomía. 


LAP1R0  - HISTEREGTOIIA  TOTAL  POR  FIBROMA  UTERINO 

ENORME  DESGARRADURA  DE  LA  VEJIGA.  CURACION 

POR  EL 

DK.  E/NRIQÜE  FOKTU/N 

(de  lyA  HABANA,  CUBA) 

Uno  de  los  accidentes  de  la  láparo-histerectoinía,  es  la 
herida  de  la  vejiga,  ó su  desgarradura.  La  adherencia  de  dicho 
órgano  al  neoplasma  uterino  y su  ascenso  al  evolucionar  éste 
hacia  el  abdomen,  ó el  desarrollo  pelviano  del  tumor  que  de 
esa  manera  desaloja  al  reservorio  urinario,  impidiéndole  su 
distensión  en  la  pelvis,  son  las  causas  de  que  la  vejiga  ocupe  á 
veces  una  situación  tan  alta  que  al  hacer  la  sección  del  perito- 
neo uterino  anterior,  se  hiere  también  la  vejiga.  Teniendo 
presente  esa  posibilidad,  y guiándose  por  un  catéter  intro- 
ducido por  la  uretra,  puede  evitarse  el  accidente;  pero  en  los 
casos  en  que  la  vejiga  adherente  está  friable,  aun  cuando 
haya  escapado  al  filo  del  bisturí,  puede  romperse  al  rechazarla 
hacia  la  pelvis,  sobre  todo,  si  se  hace  con  alguna  brusquedad: 
entonces  se  trata  de  una  desgarradura.  Esto  nos  ocurrió  en  el 
siguiente  caso: 

Pilar  Cárdenas,  de  raza  negra,  de  38  años,  ingresó  en  el 
Hospital  de  Aldecoa  á principios  del  año  pasado,  para  ser 
operada  de  un  fibroma  uterino  que  pasaba  dos  traveses  de 
dedo  del  ombligo. 

La  enferma  tenía  el  pulso  muy  débil  y la  orina,  aun 
cuando  no  tenía  elementos  anormales,  era  bastante  escasa;  por 
estos  motivos  aplazamos  la  operación,  para  tonificar  á la  pa- 
ciente. Dos  meses  después,  logrado  nuestro  objeto,  practicamos 
la  laparotomía. 

Abierto  el  vientre  y seccionados  los  ligamentos  redondos 
y la  porción  superior  de  los  ligamentos  anchos,  incindimos  el 
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peritoneo  uterino  á corta  distancia  del  borde  superior  del 
tumor,  por  haber  reconocido  la  situación  alta  de  la  vejiga. 

Al  rechazar  hacia  abajo  dicho  peritoneo  y con  él  la  vejiga, 
sufrió  este  órgano  que  estaba  adherido  y friable,  nna  desgarra- 
dura tal,  que  por  ella  cabía  ampliamente  el  puño. 

La  vejiga  había  sido  evacuada  al  empezar  la  operación,  así 
es  que  estaba  vacía.  Colocamos  una  sonda  de  Nelaton  que 
sacamos  por  la  uretra  y concluimos  la  separación  de  la  vejiga, 
extirpando  el  útero,  con  el  neoplasma.  Enseguida  suturamos 
la  vejiga  en  dos  planos  continuos:  uno  mucoso,  con  catgut  y 
otro  muscular  y seroso,  con  seda.  El  peritoneo  pelviano  se 
suturó  por  encima  de  los  pedículos  y de  la  vagina,  que  se  dejó 
abierta  y con  un  drenage  de  gasa.  Los  tegumentos  se  cosieron 
en  dos  planos. 

Los  primeros  días  la  enferma  orinó  muy  poca  cantidad  y 
la  orina  tenía  mucha  sangre.  En  los  días  sucesivos  la  cantidad 
fue  aumentando  paulatinamente  y aclarándose  la  coloración. 
No  hubo  fiebre,  ni  siquiera  vómitos  clorofórmicos  los  cinco  pri- 
meros días;  pero  hacia  el  sexto  la  temperatura  subió  á 39° 
por  la  tarde;  la  enferma  tenía  dispnea,  había  estertores  finos 
en  ambas  bases  pulmonares  y expectoración  saguinolenta. 
Estábamos  en  presencia  de  una  congestión  pulmonar.  Lenta- 
mente fueron  disipándose  los  síntomas  pulmonares;  pero  la 
fiebre  persistía  sin  que  pudiéramos  explicarnos  el  fenómeno, 
cuando  hacia  el  décimo  día  desaparece,  coincidiendo  este  hecho 
con  la  presencia  en  la  orina  de  bastante  cantidad  de  pus.  Lava- 
dos con  agua  boricada  y unos  cuantos  días,  bastaron  para  que 
el  pus  desapareciera. 

Indudablemente  se  formó  un  absceso  (con  seguridad  en 
el  plano  de  sutura  con  catgut)  que  afortunadamente  se  evacuó 
en  la  orina. 

El  fibroma  pesaba  8 libras.  No  daba  lugar  á hemorragias 
desde  hacía  varios  años,  en  los  cuales  ni  siquiera  se  habían 
presentado  las  reglas;  por  el  tacto  vaginal  no  se  alcanzaba  el 
cuello  uterino,  pero  en  cambio,  notábase  una  porción  del  tumor 
que  se  insinuaba  en  el  tabique  vésico-vaginal. 

El  éxito  no  justifica  siempre  la  conducta  observada;  cabe 
preguntar  por  consiguiente:  ¿en  los  casos  de  herida  extensa 
de  la  vejiga  se  debe,  una  vez  cosida,  cerrar  completamente  el 
vientre  como  hicimos  nosotros,  ó es  más  prudente  y más  reco- 
mendable, por  consiguiente,  proteger  la  gran  cavidad  perito- 


neal  mediante  compresas  de  gasa  que  eviten  hasta  cierto  punto 
la  infección  de  la  serosa  si  falla  la  sutura;  ó es  preferible  hacer 
el  cateterismo  ureteral  permanente  para  llevar  la  orina  direc- 
tamente al  exterior? 

Creo  que  debe  tenerse  en  cuenta,  para  decidirse,  la  situa- 
ción de  la  herida.  Si  ésta  ocupa  la  parte  superior,  aquella  que 
aun  cuando  el  funcionamiento  del  catéter  vesical  permanente 
no  impida  que  la  vejiga  retenga  cierta  cantidad  de  orina,  no 
ha  de  sufrir  el  contacto  de  este  líquido,  me  parece  que  puede 
el  cirujano  aventurarse  á cerrar  el  vientre,  sin  dejar  compre- 
sas ni  dren  ages  que  perturben  el  proceso  de  cicatrización. 


DE  LA  COLECISTECTOMIA 


EN  LAS  FORMAS  LATENTES  DE  LA  LITIASIS  BILIAR 

POR  EL 

TER.  JOSE  A.  P*R ES/NO 

( HABANA,  CUBA  ) 

Existen  formas  latentes  de  litiasis  biliar,  determinadas 
por  cálculos  contenidos  en  una  vesícula  de  paredes  hipertro- 
fiadas, esclerósicas,  retraídas  sobre  los  cálculos  y sin  líquido 
en  su  cavidad  que  ya  ha  desaparecido.  Duret,  (de  Lila),  ha 
llamado  ya  la  atención  sobre  estas  formas  clínicas  de  la  co- 
lelitiasis  rebeldes  al  tratamiento  médico,  dadas  las  lesiones 
anátomo-patológicas  que  las  determinan. 

La  frecuencia  de  estas  formas  latentes  es  mayor  en  el 
sexo  femenino.  En  algunas  de  estas  poco  frecuentes  obser- 
vaciones no  han  existido  crisis  de  cólicos  hepáticos;  no  ha 
habido  íctero;  no  se  aprecia  verdadero  tumor  en  la  región  ve- 
sicular. Las  manifestaciones  dolorosas  al  nivel  de  la  vesícula 
y los  trastornos  generales:  alteración  de  las  funciones  diges- 
tivas, neurastenia,  etc.,  dominan  la  escena.  Los  brotes  infla- 
matorios en  la  región  vesicular  determinan  crisis  dolorosas, 
á veces  tan  violentas,  que  como  sucedía  en  un  caso  nuestro, 
la  enferma  tenía  que  acudir  frecuentemente  al  empleo  de  las 
inyecciones  de  morfina.  La  persistencia  de  esos  trastornos 
(hasta  diez  años  en  una  observación  personal),  á despecho  de 
todos  los  tratamientos  médicos,  obligan  casi  siempre  á los 
mismos  enfermos  á solicitar  una  operación  que  ponga  térmi- 
no á sus  sufrimientos. 

La  extirpación  de  la  vesícula  biliar,  la  colecistectomía, 
es  la  operación  indicada  en  estos  casos,  por  tratarse  de  una 
vesícula  profundamente  alterada  en  su  constitución  histoló- 
gica é inútil  ya  para  todo  funcionamiento. 

En  un  caso  de  estas  formas  particulares  de  colelitiasis 
y en  el  que  practicamos  la  primera  colecistectomía  realizada 


entre  nosotros,  la  enferma  de  35  años  de  edad,  liacía  diez  qne 
venía  padeciendo  de  crisis  dolorosas,  intensas,  en  la  región 
vesicular,  acompañadas  de  náuseas  y de  vómitos;  estreñi- 
miento pertinaz,  funciones  digestivas  penosas,  incapacidad 
para  todo  trabajo  material.  Nunca  había  tenido  íctero,  ni  de- 
coloración de  las  heces  fecales.  Localmente,  sólo  podía  no- 
tarse en  el  sitio  correspondiente  á la  región  de  la  vesícula 
una  pequeña  tumefacción  difusa,  una  zona  de  sonido  mate; 
la  presión  exacerbaba  el  dolor  que  revestía  á veces  la  forma 
de  crisis  de  cólicos  hepáticos,  necesitando  para  calmarlos  la 
aplicación  de  inyecciones  de  morfina.  El  estado  general  de 
la  enferma  se  mantenía  bastante  bien  á pesar  del  sufrimien- 
to, y pidiéndonos  la  enferma  con  insistencia  una  operación, 
accedimos  á ella  diagnosticando  una  colecistitis  calculosa.  Al 
practicar  la  laparotomía,  auxiliado  por  mis  colegas  los  docto- 
res Ortiz  y Pérez  Vento,  encontramos  en  medio  de  un  déda- 
lo de  adherencias  entre  el  hígado  y el  colon,  una  vesícula 
retraída  debajo  del  hígado,  de  paredes  muy  gruesas,  conte- 
niendo un  cálculo  del  volumen  de  una  avellana  y sin  una 
gota  de  líquido  en  su  interior.  Explorado  el  cístico  con  un 
catéter  y el  colédoco,  y no  encontrando  ningún  cálculo  en  su 
interior,  hicimos  una  doble  ligadura  sobre  el  cístico  y extir- 
pamos la  vesícula. 

El  curso  post-operatorio  se  realizó  sin  ningún  incidente 
y la  herida  cicatrizó  por  primera  intención. 

En  la  actualidad  la  operada  goza  de  perfecta  salud,  ha- 
biendo ya  transcurrido  cuatro  meses  de  la  intervención. 

En  casos  como  el  que  he  tenido  el  honor  de  referiros,  la 
colecistectomía  representa  la  cura  radical  de  los  accidentes 
de  la  liatiasis  biliar  y desde  este  punto  de  vista  sus  resulta- 
dos lejanos,  como  lo  demuestran  las  observaciones  de  casi 
todos  los  que  han  practicado  esta  intervención  (Langenbuch, 
Courvoisier,  Thiriar,  Terrier,  Michaux,  etc.,)  son  excelentes. 
Aunque  la  colecistectomía  ú operación  de  Langenbuch,  ha 
perdido  terreno  en  la  cura  operatoria  de  la  litiasis  biliar,  ha- 
biendo cirujanos  como  Winiwarter  que  la  proscriben  en  el 
tratamiento  de  la  colelitiasis,  es  indudable  que  esa  proscrip- 
ción no  puede  ser  absoluta,  porque  en  las  formas  latentes  de 
la  liatiasis  biliar,  en  las  que  no  se  observa  íctero,  ni  tumor 
vesicular,  la  supresión  de  una  vesícula  esclerosada,  inútil  ya 
para  todo  funcionamiento,  constituye  la  operación  de  elección. 


EMBARAZO  EXTRAUTERINO  OPERADO  AL  9?  MES.  FEIO  VIVO 


POR  EL 

-D-R.  E/N-RIQÜE  FORTU/N 

% 

(de  ea  habana,  cuba) 


Margarita  Alvarez,  blanca,  de  la  Habana,  de  35  años, 
vecina  de  Aguila  367,  se  presentó  á principios  de  Abril  de 
este  año,  en  la  consulta  de  la  Dr.  Sra.  Lambarri. 

He  aquí  los  datos  recogidos  por  dicha  Sra.:  la  enferma, 
cuya  cara  revelaba  intensos  sufrimientos,  tuvo  sus  primeras 
reglas  á los  trece  años,  siendo  siempre  regulares  en  su  duración 
y cantidad.  Había  tenido  tres  embarazos:  el  primero  hace  4 
años,  llegó  á término  sin  accidente;  el  29  y 39,  terminaron  por 
aborto  al  3er-  mes. 

Creía  estar  nuevamente  embarazada,  pues  sus  reglas 
habían  desaparecido  desde  Octubre  del  año  pasado  y su  vientre 
aumentaba  progresivamente,  sintiendo  movimientos  fetales; 
pero  había  tenido  y tenía  fenómenos  extraños  y dolores  ab- 
dominales intensos,  que  la  atemorizaban  mucho.  El  día  6 
de  Diciembre,  repentinamente  sintió  un  agudo  dolor  en  todo 
el  hipogastrio,  pero  más  acentuado  hacia  la  derecha;  tuvo 
también  náuseas  y vómitos.  El  dolor  duró  algunas  horas, 
pero  quedó  tan  postrada  que  no  pudo  lavantarse  sino  pasados 
varios  días.  El  médico  que  la  asistió  le  ordenó  un  vejigatorio. 
Mes  y medio  después  se  repitió  el  dolor  con  los  mismos 
caracteres,  obligándola  también  á guardar  cama  algunos  días; 
en  ambas  ocasiones  tuvo  manchas  sanguinolentas. 

Hacia  el  49  mes  se  presentó  una  abundante  hemorragia 
que  duró  dos  días  y que  ella  creyó  un  aborto,  sorprendiéndose 
por  no  haber  expulsado  el  feto.  No  volvió  á presentarse  el 
dolor  intenso  délos  primeros  meses;  pero  sufría  mucho,  porque 
constantemente  sentía  una  tensión  considerable  en  el  abdomen 
y los  movimientos  fetales  le  producían  molestias  muy  grandes. 
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El  examen  dio  lo  siguiente:  vientre  abultado,  regular- 
mente distendido,  con  el  aspecto  de  un  embarazo  normal  de 
6 meses.  Por  la  palpación  se  limitaba  un  tumor  á dos  traveses 
de  dedo  por  encima  del  ombligo.  Llamaba  la  atención  la  falta 
de  resistencia  hacia  la  parte  inferior  del  abdomen,  muy  distinto 
á lo  que  se  nota  habitualmente  en  el  embarazo  uterino.  Podía 
precisarse  la  situación  de  la  cabeza  hacia  el  vacío  izquierdo. 
Notábanse  algunos  miembros,  pero  las  sensaciones  no  eran  tan 
claras,  como  suelen  señalarse  en  algunos  casos  de  embarazo 
extra-uterino. 

Por  el  tacto  se  encontró  el  cuello  reblandecido  y lige- 
ramente entreabierto;  los  fondos  de  saco  ocupados,  pero 
depresibles,  no  percibiéndose  á través  de  ellos  región  fetal. 
Por  la  palpación  bimanual  se  apreciaba  un  tumor  que  sobresalía 
un  poco  de  la  sínfisis,  inclinado  á la  izquierda,  que  por  su 
consistencia  y por  imprimírsele  ligeros  movimientos  trasmiti- 
dos al  cuello,  podía  afirmarse  que  era  el  útero  aumentado  de 
volumen.  La  ausculación  resultó  negativa.  Con  estos  datos 
la  señora  Lambarri  diagnosticó  embarazo  extra-uterino , 
enviándome  la  enferma. 

Estando  vivo  el  feto,  pues  aun  cuando  no  percibimos  los 
latidos  cardiacos,  se  notaban  movimientos  activos,  decidimos 
esperar,  recomendando  á la  paciente  que  nos  avisara  al  menor 
síntoma  alarmante  que  tuviera. 

El  15  de  Junio,  por  la  tarde,  recibimos  aviso  urgente. 
Encontramos  á la  mujer  con  dolores  muy  fuertes,  tensión 
grande  en  el  abdomen  y movimientos  fetales  frecuentes. 
Pudimos  notar  los  latidos  del  corazón  fetal,  cerca  del  ombligo. 
La  señora  Lambarri  hizo  el  tacto  uterino,  comprobando  la 
vacuidad  del  órgano. 

Al  día  siguiente,  16  de  Julio,  con  el  concurso  de  los 
Dres.  Sra.  Lambarri,  Núñez,  y Aragón,  y en  presencia  de  los 
Dres.  Carrera,  Le-Roy,  Bustamante,  Gómez  Rosas,  Diago, 
Ubeda,  Mestre,  Anglada,  Agramonte  y otros,  hicimos  la 
laparotomía  mediana  en  el  Hospital  núm.  1.  Abierto  el  vientre, 
apareció  un  tumor  azul  negruzco;  empezamos  á enuclearlo, 
pero  la  hemorragia  era  tal  que  renunciamos  áello.  Entonces 
incindimos  ampliamente  la  placenta  que  obstruía  el  campo 
operatorio  y en  medio  de  una  tremenda  hemorragia,  pero  sin 
preocuparnos  de  ella,  cogimos  los  pies  del  feto  y lo  extragimos. 
La  cantidad  del  líquido  amniótico  era  escasa. 


Inmediatamente  empezamos  á separar  el  quiste  de  sus 
adherencias,  teniendo  la  fortuna  de  poder  realizarlo  sin  gran 
trabajo  y con  extraordinaria  rapidez;  resecamos  una  porción 
de  epiploon  adherente.  De  este  modo  logramos  pediculizar  el 
quiste  hacia  el  cuerno  uterino  derecho  y extraerlo  después  de 
seccionar  la  trompa  por  fuera  de  una  ligadura  hecha  con  seda. 
El  pedículo  delgado  estaba,  como  se  habrá  comprendido, 
formado  por  la  porción  interna  de  la  trompa,  no  distendida. 
Limpiamos  la  cavidad  abdominal  de  los  coágulos  que  contenía 
y cerramos  en  dos  planos. 

El  curso  post-operatorio  fue  tan  normal  como  si  se  hubiese 
tratado  de  un  parto  fisiológico;  la  enferma  abandonó  el  hospital 
20  días  después. 

El  feto,  del  sexo  masculino,  cuya  fotografía  presento, 
estaba  vivo;  lloró  y gritó  varias  veces;  pero  tres  cuartos  de 
hora  después  de  la  operación,  murió. 

Como  se  puede  apreciar  por  el  grabado,  su  desarrollo 
era  perfecto  y correspondía  al  de  un  feto  de  término  bien 
desarrollado.  No  tenía  más  anomalía  que  los  pies  bot,  de  tipo 
varus. 

El  examen  del  quiste,  que  lamento  no  poder  presentar 
aquí,  fué  muy  interesante.  La  trompa,  distendida  en  sus  dos 
tercios  externos,  se  rompió  probablemente  con  lentitud  y el 
huevo,  conservando  su  integridad,  se  hernió  por  la  solución 
de  continuidad  evolucionando  hacia  la  cavidad  abdominal.  Se 
trataba,  pues,  de  una  de  las  variedades  más  interesantes  del 
embarazo  tubario,  en  que  el  huevo  no  pierde  sus  conexiones 
con  la  trompa;  pero  en  que  este  conducto  no  cubre  más  que 
una  porción  del  huevo.  Esta  disposición  se  veía  claramente: 
el  quiste  fetal  bastante  delgado  engrosaba  repentinamente 
por  delante  y por  detrás  en  una  extensión  de  cuatro  á seis 
centímetros,  engrosamiento  que  era  determinado  por  la  trompa 
hipertrofiada. 
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A HAP  OPERATION  FOR  ATRESIA  OF  THE  VAGINA 
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The  unsatisfactory  results  in  operations  for  atresia  of  the  vagina  especially 
in  complete  occlusions  of  that  canal  are  known  to  you  all,  and  doubtless  disappo- 
intment from  tediousness  of  treatment  has  been  the  rule  in  these  cases.  Therefore, 
I wish  to  present  to  you  a little  work  that  I have  been  doing  in  this  line  with  a view 
of  describing  my  method  of  flap  cutting. 

I have  tried  to  take  flaps  from  the  neighborhood  of  the  perineum  and  inner 
aspect  of  the  thigh,  but  it  is  difficult  to  secure  skin  free  from  hairy  growth,  beside 
these  regions,  especially  the  latter,  are  so  far  from  the  vaginal  orifice  that  long 
pedicles  are  required,  and  as  the  limbs  are  subjects  to  considerable  motion  the 
places  from  which  the  flaps  are  cut  give  a great  deal  discomfort  or  create  conside- 
rable soreness  even  when  covered  with  skin  grafts.  Neither  does  the  skin  make  as 
good  a lining  for  the  vagina  as  the  mucous  membrane,  nor  can  I say  that  I am 
pleased  with  the  result  of  skin  grafting  in  the  vagina.  The  grafts  are  applied  to 
rough  surfaces  and  do  not  take  hold  as  readily  as  expected,  and  are  easily  rubbed 
off  in  changing  the  dressings  which  is  a source  of  great  discomfort  to  the  operator. 

The  most  satisfactory  results  that  I have  obtained  have  been  by  cutting  the 
flaps  from  the  labia.  In  extensive  or  complete  destruction  of  the  vagina  it  is  often 
difficult  to  secure  enough  mucous  membrane  to  cover  the  entire  denuded  surface. 
The  principal,  therefore,  is  to  cover  the  posterior  and  two  lateral  walls  of  the 
vagina  with  two  or  more  flaps  leaving  a space  or  strip  between  them  from  yi  to 
of  an  inch  wide.  The  anterior  wall  will  take  care  of  itself  or  may  be  covered  hy 
grafting  later  from  other  parts  of  the  body.  Where  it  is  necessary  to  cover  exten- 
sive surface  all  the  mucous  membrane  and  part  of  the  skin  on  the  labia  majora  and 
sometimes  the  nymphae  must  be  utilized.  The  latter,  however,  should  not  be  used 
on  account  of  disfiguration  if  it  can  be  avoided.  The  flap  should  be  outlined  by 
beginning  at  the  side  of  the  clitoris  at  a point  marked  A,  (Fig.  1.)  and  extending 
obliquely  upward  and  outward  to  the  muco-cutaneous  margin  B,  then  following 
the  line  of  junction  of  the  skin  of  the  mucous  membrane  down  the  outer  side  of 
the  vulva  to  a point  on  a level  with  the  posteria  commissure.  The  line  should 
curve  inward  and  below  the  vaginal  orifice  and  stop  about  three  fourths  of  an  inch 
from  the  margin  of  the  opening.  The  line  marking  the  inner  edge  of  the  flap  starts 
at  the  beginning  point  A mentioned  and  runs  downward  in  the  groove  or  folds 
between  the  labia  majora  and  nymphae  (dotted  lines)  and  at  the  lower  extremity 
of  the  latter  E turns  into  the  vaginal  orifice,  then  downward  the  medium  line  of 
the  vagina  about  the  point  marked  with  the  small  X.  The  line  from  E.  to  is  not  X 
shown  in  the  picture,  as  suturing  of  the  skin  and  mucous  membrane  of  the  vagina 
has  displaced  the  latter,  and  twisting  of  the  pedicle  at  D covers  its  terminal  point. 
The  pedicles  may  be  cut  external  to  the  vagina,  in  that  case  the  inner  line  would 
continue  along  the  margin  or  ostium  vaginae  and  terminate  at  D.  The  flap  on  the 
opposite  side  is  cut  in  the  same  way.  An  important  point  is  to  make  the  flap  thick 
and  especially  the  pedicles,  for  if  the  latter  are  so  formed  as  to  contain  an  artery  of 
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fair  size  its  life  will  be  insured  provided,  however,  that  no  tention  on  twisting  of 
the  pedicle  is  permitted  that  will  materially  interfere  with  the  blood  supply  and 
cause  strangulation,  The  flaps  are  then  turned  into  the  vagina  (see  Fig.  2.)  and 
applied  to  the  lateral  walls,  the  angles  marked  A’  B’  C’  D’  correspond  to  the  same 
letters  on  the  dotted  lines  marking  the  place  from  which  the  flaps  are  taken.  The 
line  of  sutures  B F D is  the  same  shown  by  the  same  lette,s  in  Fig.  1.  The  pedicles 
appears  much  narrower  than  what  it  really  should  be  on  account  of  the  perspective 
showing  the  concavity  formed  by  its  fitting  into  the  curve  of  the  vaginal  orifice.  It 
is  rarely  necessary  to  stitch  these  flaps  as  the  dressing  will  hold  them  in  close 
apposition  to  the  vaginal  walls,  but  if  any  difficulty  is  experienced  in  this,  the  ends 
may  be  loosely  fastened  together  with  two  catgut  sutures  attaching  A’  and  B’  to 
the  corresponding  angles  of  the  opposite  flaps  allowing  ample  room  between  them 
to  admit  the  cervix  uteri . 

In  my  first  case  I made  the  pedicles  terminate  close  to  the  anus  hoping  to 
get  a good  blood  supply  from  that  region.  The  distance,  however,  from  the  anus  to 
the  posterior  commissure  over  which  the  pedicles  necessarily  turned  caused  an 
unnecessary  loss  or  waste  of  material,  for  I lost  in  length  just  as  much  tissue  as 
was  required  to  reach  from  the  anus  to  the  ostium  vaginae.  Since  that  I have  been 
making  the  pedicles  of  the  tissue  near  the  margin  of  the  vaginal  orifice  endeavor- 
ing to  secure  the  blood  through  the  upper  branch  of  the  superficial  perineal  artery 
or  from  the  region  of  the  bulb  of  the  vestibule. 

Where  the  destruction  of  the  vaginal  mucous  membrane  is  not  so  great  and 
yet  where  there  has  been  too  much  to  permit  approximation  of  the  vaginal  mucosa 
after  excision  of  the  scar  tissue  (see  Fig.  3.)  that  is,  after  removing  scar  tissue  and 
breaking  up  adhesion  between  1 and  11  and  dissecting  loose  the  mucosa  as  shown 
by  the  dotted  lines,  the  mucous  membrane  cannot  be  approximated  1 to  11  and  111 
to  IV,  the  flaps  may  require  turning  around  the  axis  of  the  vagina  instead  of  being 
carried  vertically  downward  in  the  direction  of  the  long  axis  as  above  described. 
In  that  case  the  pedicles  should  be  made  of  the  nymphae,  depending,  (see  Fig.  4.) 
therefore,  upon  the  blood  supply  they  receive  through  their  upper  extremities.  A 
great  deal  of  tissue  should  be  cut  beneath  them  in  order  to  include  the  deeper 
arterial  branches.  In  this  way  the  pedicles  will  be  attached  to  the  side  of  the  flap 
and  their  proximate  ends  will  be  turned  upward  on  the  margin  of  the  vaginal 
orifice.  In  cutting  the  flaps  the  line  above  described  should  be  followed  except 
they  may  be  extended  posterially  to  or  near  the  medium  line,  and  the  pedicles 
taken  from  the  side  and  upper  part  of  the  vaginal  orifice  as  above  described.  When 
the  flaps  are  turned  into  the  vagina  their  ends  will  be  reversed,  the  upper  one  cut 
near  the  clitoris  will  be  applied  to  the  posterior  wall  while  the  lower  extremity  will 
be  applied  to  the  anterior  wall  and  the  middle  portion  will  lie  in  contact  with  the 
lateral  wall  of  the  vagina.  (See  the  change  of  figures  in  1,  2,  3,  4,  in  Fig.  4.)  They 
will  require  stitching  with  catgut  at  the  ends  and  middle  to  prevent  slipping  when 
the  dressing  is  applied.  In  six  or  eight  days  the  pedicles  may  be  cut  loose  and 
restored  to  their  normal  positions  filling  the  niches  or  gaps  made  in  or  near  the 
vaginal  orifice.  The  nymphae  are,  therefore,  only  temporarily  employed  as  pedicles 
and  are  afterward  restored  to  proper  functions.  The  third  or  middle  flap  was  cut 
from  the  mucous  membrane  of  the  prolapsed  rectum  and  the  smooth  skin  around 
the  anus.  The  margins  G,  H,  and  I,  J correspond  to  the  lines  G’  H’  and  I’  J’.  The 
line  G’  H’  has  been  displaced  by  sliding  of  skin  in  approximating  with  sutures. 

The  skin  and  mucous  membrane  over  the  entire  labia  majora  may  be  remov- 
ed withouth  permanent  disfiguration  if  the  fatty  tissue  is  left.  It  will  fill  out  and 
reproduce  the  natural  fullnes  and  rounded  shape  in  six  months  time. 

Now  I am  going  to  show  a simple  thing,  but  an  important  one  in  dressing 
these  cases.  In  order  to  flatten  out  the  granulations  and  secure  good  surface 
between  the  flaps,  it  is  necessary  to  make  a certain  amount  of  pressure  with  a 
smooth  surface.  I tried  rubber  tissue,  buf  found  it  difficult  to  apply  evenly.  I tried 
folding  it  over  a cylindrical  speculum,  but  this  was  unsatisfactory  because  ridges 
would  form  on  either  side  where  the  tissue  folded  upon  itself.  The  best  thing  is  to 
slip  a rubber  bag  or  condutn  over  a Fergurson  cylindrical  speculum.  Then  by 
means  of  strips  of  antiseptic  gauze  or  sterile  cotton  it  may  be  distended  to  any  size 
or  shape  desired  spreading  a smooth  surface  over  the  granulations  and  flattening 
them  in  a satisfactory  manner  which  will  facilitate  the  growth  of  the  epithelium. 
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Los  resultados  poco  satisfactorios  obtenidos  en  las  opera- 
ciones por  atresia  de  la  vagina,  especialmente  en  sus  oclusiones 
completas,  son  bien  conocidos;  de  ahí  mi  deseo  de  presentar  lo 
que  he  hecho  y describir  mi  método  de  colgajo. 

He  tratado  de  tomar  colgajos  de  la  vecindad  del  periné 
y de  la  parte  interna  del  muslo;  pero  es  difícil  obtener  piel 
libre  de  pelos,  y,  además,  estas  regiones  están  tan  lejos  del 
orificio  vaginal,  que  necesitan  largos  pedículos  y como  los 
movimientos  de  los  miembros  son  muy  considerables,  las 
cicatrices  de  las  regiones  donde  se  toman  los  colgajos  crean 
grandes  molestias  aunque  se  cubran  con  ingertos.  Ni  la  piel 
cubre  á la  vagina  tan  bien  como  la  mucosa,  ni  me  gustan  los 
resultados  del  ingerto  en  la  vagina,  pues  éstos  son  aplicados 
sobre  superficies  ásperas  y no  se  sostienen,  y fácilmente  son 
arrollados  al  cambiarlas  curas,  lo  que  descorazona  al  operador. 

Los  resultados  más  satisfactorios  que  he  obtenido  han 
sido  sacando  los  colgajos  de  los  labios.  En  la  destrucción 
extensa  ó completa  de  la  vagina  es  difícil  obtener  superficie 
mucosa  suficiente  para  cubrir  la  superficie  denudada.  Lo 
principal,  por  tanto,  es  cubrir  las  paredes  posterior  y laterales 
de  la  vagina  con  dos  ó más  colgajos,  dejando  entre  ellos  un 
espacio  de  á ^ de  pulgadas  de  strip.  La  pared  anterior  se 
cubrirá  por  sí  misma  ó con  ingertos  de  otras  partes  del  cuerpo. 
Cuando  sea  necesario  extensa  superficie,  toda  la  mucosa  y 
parte  de  la  piel  del  gran  labio,  y á veces  la  ninfa,  debe  utilizarse, 
aunque  ésta  no  se  debe  usar  por  la  desfiguración,  si  puede 
evitarse. 
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The  question  of  uterine  fibroma  as  a disturbing  factor  in  the  female  economy 
is  a relative  one.  It  may  be  altogether  innocous — it  may  be  serious.  Many  women 
are  posessed  of  a fibroma  who  would  never  know  of  it  save  for  its  accidental  dis- 
covery. The  influence  it  is  to  exert  on  her  life  and  functions  is  governed  largely  by 
the  attitude  and  judgment  of  the  discoverer.  Doubtless  many  women  pass  through 
the  period  of  their  natural  life  entirely  ignorant  of  this  lesion;  and  if  they  do  not 
suffer  from  its  effects  it  may  be  said  of  them  that  ‘ ‘where  ignorance  is  bliss  ’tis 
folly  to  be  wise”.  This  blissful  ignorance  is,  however,  no  safe  guard  to  those  who 
have,  and  suffer  from  the  lesion.  It  is  hardly  to  be  presumed  that  these  growths 
of  the  uterus  should  escape  the  intelligent  observation  of  the  average  practitioner: 
and  yet  when  its  area  is  limited,  as  in  the  submucus  variety,  its  diagnosis  may  not 
be  easy. 

It  is  not  to  be  presumed  that  I shall  occupy  the  time  of  this  distinguished 
body  in  discussion  as  to  its  diagnosis.  Two  or  three  points  may  briefly  claim  our 
passing  notice.  One  is  the  diferencial  diagnosis  between  the  uterine  hemorrhage 
due  to  fibroma  and  that  to  other  conditions.  This  will  usually  be  found  difficult 
only,  first  in  those  cases  in  which  there  is  little  or  no  enlargement  of  the  uterine 
body  present,  and  the  diagnosis  rests  between  the  menorrhagia  due  to  submucus 
fibroids  or  that  dependant  on  a variety  of  forms  of  chronic  endometritis.  Second, 
that  due  to  fibro-adenoina  of  the  uterine  cavity  or  a variety  of  malignant  develop- 
ments upon  the  endometrium  or  within  the  corpus,  and  third — that  form  of  uterine 
hemorrhage  arising  from  the  puerperal  state. 

Careful  exploration  or  the  uterine  cavity  with  a histological  study  of  find- 
ings, if  any  are  obtainable,  will  surely  lead  to  rational  and  safe  diagnosis.  The 
other  important  question  in  the  differentition  will  arise  between  a large  fibroma 
on  the  one  hand  and  the  presene  on  the  other  neoplasms,  usually  malignant,  and 
that  of  pregnancy  or  fibro-cystic  growths  of  the  uterus.  Careful  study  will  fix  the 
obscure  cases  in  their  true  place. 

The  theme  which  shall  occupy  our  time  and  which  I desire  in  some  of  its 
details  to  discuss  is  the  conditions  which  admit  of,  or  demand  surgical  interference 
and  the  methods  of  their  accomplishment.  The  condition  of  hemorrhage  resulting 
from  the  presence  of  fibroma  is  the  first  which,  in  the  point  of  frequency  demands 
interference.  The  woman  bleeds,  and  seeks  medical  advice. 

The  size  of  the  growth  does  not  determine  the  severity  of  the  resulting 
hemorrhage.  Frequently  a submucus  fibroid  incites  dangerous  bleeding  when  a 
large  interstitial  or  sub-peritoneal  growth  is  not  indicative  of  a hemorrhagic  mani- 
festations. 

In  cases  of  hemorrhage  due  to  submucus  or  interstitial  growth  the  endo- 
metrium undergoes  inflamatory  and  degenerative  changes,  which  are  responsible 
for  the  bleeding. 
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While  the  administration  of  systemic  remedies  is  uncertain  in  the  power  to 
restrain  hemorrhage,  they  will  in  certain  cases  be  attended  with  salutary  results. 
The  two  remedies  which  act  through  the  vasomotor  system  to  lessen  the  calibre  of 
the  capillary  circulation  are  ergot  and  preparations  of  Hydrastis  Canadensis.  In 
point  of  sustained  effectiveness  the  latter  drug  posesses  the  greater  value,  and  it 
may  with  safety  be  exhibited  for  quite  a period  of  time  without  injury  to  the 
patient.  The  long  continued  use  of  ergot  demands  close  attention.  A new  remedy 
which  is  winning  favor  as  unusually  effective  in  the  arrest  of  internal  hemorrhage 
of  any  organ,  and  equally  servicable  in  menorrhagic  conditions  is  stypticin.  Its 
effect  to  diminish  the  calibre  of  blood  vessels  without  materially  lowering  or  rais- 
ing the  blood  pressure  corresponds  with  my  own  clinical  experience.  Testimony 
is  not  wanting  that  its  efficacy  equals  if  not  exceeds  that  of  any  other  drug  in  the 
arrest  of  internal  hemorrhage.  The  absence  of  oxytoxic  influence  is  claimed  as  one 
of  its  chief  advantages.  Farther  observation  and  experiment  must  fix  the  exact 
status  of  its  styptic  power. 

In  estimating  the  results  obtained  by  both  local  and  constitutional  treatment 
for  uterine  fibroma,  it  must  be  remembered  that  these  growths  sometimes  diminish 
spontaneously  in  size,  and  that  care  must  be  exercised  not  to  attribute  benefit  follow- 
ing medical  measures  as  irrefragably  due  to  the  treatment.  In  fact  I have 
known  spontaneous  absorption  of  fibroids  to  be  so  rapid  as  to  produce  well  marked 
and  serious  symptoms  of  sepsis. 

The  use  of  the  galvanic  current  as  practised  by  Appostoli  has  occupied  a 
somewhat  prominent  place  in  the  therapeutics  of  fibroma,  and  while  it  has  retain- 
ed the  confidence  of  some  electro-therapeutists  it  must  be  admitted  that  the 
consensus  of  professional  opinion  among  experts  has  not  sustained  its  claim  of 
efficiency  as  so  eagerly  proclaimed  by  these  enthusiasts.  In  fact,  it  is  questionable 
whether  it  has  diminished  the  size  of  fibroids  except  in  those  of  the  aedematous 
variety  and  in  these  cases  the  change  in  size  has  resulted  from  a displacement  of 
the  fluid  elements  of  the  tumor.  I am  thoroughly  convinced  that  more  efficient 
and  safe  methods  are  found  for  the  relief  of  this  condition  by  operative  interference. 

Before  discussing  the  technique  of  the  most  approved  surgical  measure,  we 
should  pause  to  inquire  more  specifically  as  to  the  indications  for  interference. 
Hemorrhage  most  frequently  clamors  for  relief.  Formerly  the  belief  was  held  by 
many,  in  which  the  writer  shared  to  a considerable  degree,  that  ligation  of  the 
uterine  arteries  or  extirpation  of  the  ovaries  promissed  relief  from  this  debilitating 
and  often  grave  condition. 

Occasionaly,  if  the  growth  is  not  large,  success  to  a greater  or  less  degree  has 
attended  these  procedures,  but  the  lessons  of  experience  demonstrate  the  truth  that 
their  employment  is  usually  unavailing  and  disappointing.  The  removal  of  the 
ovaries  cannot  control  the  circulation  in  large  growths,  even  though  it  ushers  in 
the  artificial  menopause,  which  is  often  a most  distressing  factor  in  the  woman’s 
subsequent  history,  for  the  evident  reason  that  it  does  not  control  the  permanent 
blood  supply  to  the  uterus. 

As  to  the  conditions  which  do  or  do  not  warrant  interference  much  may  be 
said  pro  and  con.  First,  it  may  be  affirmed  that  hemorrhage  which  undermines  the 
patient’s  health  and  vitality,  not  yielding  to  systemic  remedies,  demands  operation. 
Second,  fibromas  which  cause  painful  pressure.  Third,  fibromas  which  attain  a 
large  size.  Fourth,  fibromas  which  become  incarcerated  on  account  of  the  bony 
construction  of  the  pelvis.  Fifth,  fibromas  taking  on  malignancy.  Sixth,  fibromas 
undergoing  supuration.  All  these  usually  demand  operative  interference.  The  same 
rules  usually  apply  to  fibromas  of  the  ovaries. 

Some  complicating  circumstances  may  modify  the  rules  for  interference.  I 
have  declined  to  operate  in  fibromas  when  the  tumors  had  attained  large  size  and 
were  immovably  fixed  by  old  and  dense  adhesions,  in  which  peri-uterine  abscesses 
were  present  emptying  themselves  from  behind  the  growths  into  the  alimentary 
canal.  It  should  also  be  observed  that  the  degrees  and  acutess  of  the  foregoing 
complications  may  influence  the  gynecologist  in  his  proceedure.  Severe  renal  or 
cardiac  disease,  profound  exhaustion  from  long  and  repeated  hemorrhages,  the 
presence  of  pregnancy  or  of  extensive  pelvic  supuration  may,  in  the  judgment  of 
the  surgeon  disapprove  the  wisdom  of  an  operation.  These  same  rules  apply  as 
well  to  fibro-cystic  growths. 
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A fibroid  tumor  which  is  productive  of  grave  dystocia  cannot  be  ignored, 
but  the  exact  lines  along  which  interference  could  be  instituted  will  depend  on  a 
careful  survey,  and  proper  appreciation  of  the  local  and  constitutional  condition  of 
the  patient. 

The  social  status  of  the  patient,  her  surrounding,  and  her  pecuniary  resources 
will  go  far  in  determining  in  many  cases  the  course  to  pursue-whether  that  of 
“waiting  and  watching”  or  that  of  radical  proceedure.  The  woman  of  wealth,  who 
can  command  the  best  professional  skill  and  nursing,  may  escape  the  ordeal  of 
radical  proceedure,  when  the  only  chance  of  her  less  favored  sister,  who  is  depend- 
ent for  her  own  and  perhaps  her  family’s  support  depends  on  prompt  and  decisive 
measure. 

The  spontaneous  improvement  and  often  entire  relief  which  follows  the  meno- 
pause may  carry  the  patient  to  an  easy  and  safe  termination  of  a condition  once 
one  of  grave  menance.  Sub-peritoneal  fibroids  may  admit  of  myomectomy,  and 
those  of  the  ovary  may  be  extirpated  with  satisfactory  results. 

As  to  operative  technique  much  may  be  said.  The  tendency  so  pronounced  a 
few  years  since  to  attack  small  fibroids  and  even  those  of  moderate  size  through 
the  vagina,  seems  to  have  suffered  materially  in  its  following.  The  growing  senti- 
ment for  abdominal  hysterectomy  for  fibroma  represents  in  the  main  the  conserva- 
tive conviction  of  the  profession.  The  advantages  of  a “free  field”  has  manifested 
superiority  which  more  than  compensates  for  any  claimed  advantages  of  vaginal 
section,  with  its  unpleasant  uncertainties. 

Different  operators  have  pursued  a somewhat  different  technique  in  abdomi- 
nal hysterectomy,  all  looking  in  the  main  to  the  same  end.  Some  remove  the 
entire  uterus  and  the  appendages;  some  allow  the  vaginal  portion  of  the  uterus  to 
remain.  The  steps  described  by  Baer  of  Philadelphia,  some  years  since,  comprise 
all  the  essentials  necessary.  The  modifications  as  suggested  by  Kelly  still  further 
simplify  the  operation  and  make  it  as  nearly  as  possible  ideal.  Whether  one  broad 
ligament  and  then  the  other  be  severed  leaving  the  amputation  or  enucleation  of 
the  cervix  as  a second  step,  or  whether  one  broad  ligament  is  first  divided,  vessels 
ligated,  the  cervix  amputated  and  the  severed  peritoneal  covering  united,  as  con- 
secutive steps;  the  last  being  the  amputation  of  the  remaining  broad  ligament,  is 
not  important.  As  a result  of  my  own  experience  I prefer,  if  the  cervix  has  not 
participated  in  the  growth  to  any  considerable  extent,  to  allow  it  to  remain.  My 
reason  for  so  doing  is  that  the  vagina  is  less  likely  to  be  shortened,  and  also  for  the 
reason  that  it  seems  to  act  as  a natural  support  to  the  roof  of  the  pelvis.  In  abdominal 
hysterectomy  I prefer  to  have  the  patient  in  the  Trendelenburg  position.  Often  by  the 
influency  of  gravity  the  intestines  recede  from  the  pelvis  into  the  abdominal  cavity 
affording  opportunity  to  inspect  every  portion  of  the  tumor  and  its  attachments. 
After  opening  the  peritoneal  cavity  the  operator  should  gently  separate  the  adhesions, 
if  any  exist,  which  bind  the  uterus  to  the  omentum,  intestines,  or  peritoneum. 
The  incision  should  be  long  enough  to  allow  delivery  of  the  tumor  and  room  for 
manipulation,  but  no  larger  than  is  needful  for  such  purpose.  In  large  growths  the 
incision  may  extend  from  the  pnbes  to  the  umbilicus,  and  in  some  cases  to  the 
ensiform  cartilage.  The  delivery  of  the  tumor  is  usually  best  done  by  stout  volsella 
and  tenacula.  The  method  securing  the  arteries  is  to  my  mind  of  the  highest  import- 
ance. Formely,  as  in  Bear’s  method,  the  broad  ligaments  were  transfixed  and 
portions  of  them  included  in  tying  the  ovarian  and  uterine  arteries.  In  my  opinion  a 
much  safer  and  simpler  method  consist  in  tying  each  blood  vessel  separately  with 
small  catgut  and  allowing  the  vessel  to  retract  as  well  as  contract.  The  holding  of 
the  vessel  by  transfixion  in  the  tissue  of  the  broad  ligament  sometimes  of  consider- 
able tickness  interfers  with  retraction.  The  continued  jerking  of  an  artery  at  each 
pulsation,  thus  held,  increases  the  liability  of  the  ligature’s  slipping,  thereby  in- 
ducing troublesome  post-operative  hemorrhage.  By  tying  each  artery  iudividually 
and  allowing  it  to  contract  and  retract,  the  chances  of  subsequent  hemorrhages  are 
reduced  to  the  minimun,  certainly  a most  important  consideration.  Exact  approxi- 
mation by  running  catgut  sutures  to  bring  together  the  cut  surfaces  of  the  broad 
ligament  completes  this  portion  of  the  operation.  If  the  cervix  is  allowed  to  remain 
it  is  properly  dilated  for  purposes  of  drainage,  should  that  seem  needful.  Care 
should  be  exercised  if  gauze  is  introduced  that  it  not  be  packed  in  but  only  a strip 
introduced. 
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If  septic  conditions  have  been  met  with  within  the  pelvic  cavity,  drainage 
should  be  provided  for  by  an  opening  through  Douglass  cul-de-sac,  using  as  an  out 
let  the  vagina  filled  with  iodoform  gauze.  Through  this  opening  into  the  vagina, 
gauze  or  tubing  may  be  left.  This  will  also  serve  as  a beacon  for  disclosing  second- 
ary hemorrhages,  and  in  certain  emergences  for  irrigation  of  the  peritoneal  cavity. 
Elevating  the  shoulders  to  facilitate  drainage  in  septic  condition  have  been  attend- 
ed with  salutary  results,  and  the  recovery  of  cases  which  were  deemed  almost  or 
quite  hopeless.  The  question  of  drainage  over  the  pelvic  brim  is  admissible,  and 
may  in  certain  contingencies  be  preferable.  Under  no  circumstances  should  other 
than  absorbable  sutures  or  ligatures  be  employed  in  intra-peritoneal  surgery.  With 
a single  exception  I have  not  used  silk  for  such  purposes  for  several  j-ears,  and  see 
no  reason  for  altering  my  practice.  There  is  one  painful  circumstance  not  in- 
frequently accompanying  the  removal  of  the  uterus  and  ovaries  for  fibroma.  I refer 
to  an  artificial  production  of  the  menopause.  The  effort  to  allow  some  ovarian 
structure  to  remain  commends  itself  as  wise  under  certain  circumstances.  This 
however  will  in  some  cases  require  transplatation  of  ovarian  tissue.  To  secure  the 
best  results  the  patient  must  have  af  far  as  practicably  thorough  anti-operative  treat- 
ment that  she  may  be  in  the  best  possible  condition  to  withstand  the  shock  of  the 
operation,  and  recuperate  strength  necessary  to  convalescense. 

The  annals  of  gynecology  offer  no  more  brilliant  field  for  conservative  work 
than  that  of  fibroma,  as  has  been  amply  demonstrated  by  American  and  European 
operators. 


ANGIOTRIPSY 

BY 

H.  P.  /NEWMA/N,  A.  M.  M.  D. 

(CHICAGO ) 

The  angiotribe,  or  pressure  forceps,  is  an  instrument  designed  to  do  away 
with  the  use  of  ligatures  or  retention  forceps  in  removal  of  the  uterus,  and  in  ext- 
irpation of  the  tubes,  ovaries  and  tumors  having  suitable  pedicles.  It  is  founded 
upon  the  surgical  principle  of  preventing  hemorhage  by  the  formation  and  retent- 
ion of  blood  clots.  It  may  be  used  in  both  vaginal  and  abdominal  section,  but  not 
upon  omental  and  like  fragile  tissue.  It  is  presented  in  many  forms,  all  having  the 
same  mechanical  purpose,  but  differing  in  the  application  of  the  force  principle. 

The  pressure  is  obtained  by  means  of  the  accurate  adjustment  of  blades  to 
which  a force  of  three  thousand  pounds  should  be  imparted  by  the  mechanism  of 
the  handles.  Tuffier  employs  screw  pressure;  Doyen  and  Thumin  the  lever,  and 
there  are  other  modifications  of  both  these  principles  in  use. 

In  vaginal  hysterectomy  the  initial  steps  do  not  differ  from  the  ordinary 
method.  The  uterus  is  freed  from  its  anterior  and  posterior  attachments,  and  all 
adhesions,  remaining  suspended  only  by  the  broad  and  round  ligaments.  The  left 
broad  ligament  is  now  hooked  down  by  means  of  the  left  index  and  middle  fingers, 
or  a large  blunt  hook  of  the  Kastman  variety,  and  included  in  the  bite  of  the 
angiotribe.  An  assistant  steadies  the  instrument  while  the  screw  is  adjusted  to 
requisite  pressure  and  allowed  to  remain  for  one  or  two  minutes. 

While  the  instrument  is  in  situ  the  ligament  is  divided  with  scissors 
between  it  and  the  uterus,  leaving  a margin  of  say  a half  centimeter  of  tissue; 
when  the  clap  is  removed,  a small,  neat,  .stump  of  ribbon-like  thinness  remains. 

This  disection  releasses  the  uterus  from  its  attachments  upon  the  left  side, 
and  it  is  a simple  matter  to  draw  it  down  outside  the  vulva  so  as  to  expose  the 
right  ligament.  The  clamp  is  now  best  applied  from  above  downward,  and  the 
ligament  is  cut  as  on  the  opposite  side.  When  the  instrument  is  released  the  last 
time  and  removed,  careful  toilet  and  inspection  of  the  entire  field  of  operation  are 
made,  and  the  iodoform  gauze  packing  used  in  the  ordinary  manner,  or  a running 
catgut  suture  including  peritoneal  and  vaginal  surfaces  closes  the  vaginal  vault, 
catching  up  the  contracted  stumps  in  each  angle  of  the  wound.  The  external 
dressings  are  applied  as  usual,  but  the  after-treatment  is  greatly  simplified,  as  there 
are  no  retention  forceps  tobe  watched  and  removed,  and  no  ligatures  to  come  away. 

There  is  little  or  no  pain,  and  the  comfortable  condition  of  the  patient  after 
recovery  from  anesthesia  is  in  marked  contrast  to  her  former  sufferings  under  the 
retention  clamp  method. 

Variations  in  technique. — When  it  is  found  difficult  to  secure  the  entire 
broad  ligament  at  one  application,  the  angiotribe  may  be  applied  twice  upon  each 
side,  compressing  first  the  lower  half  of  the  left  ligament,  including  the  uterine 
artery,  then  the  same  area  upon  the  right  side.  With  the  lower  half  of  the  broad 
ligament  cut  free  of  the  uterus,  the  upper  half  can  usually  be  easily  drawn  down 
by  the  fingers  or  broad  ligament  hook,  and  the  clamp  applied  upon  its  remaining 
portion  containing  the  ovarian  artery. 

Another  method,  and  one  which  the  author  frequently  uses,  consists  in 
applying  temporarily  to  the  base  of  the  ligament  the  ordinary  clamp,  or  ligature, 
cutting  this  portion,  inverting  the  uterus  forward  out  of  the  anterior  peritoneal 
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opening,  and  applying  the  angiotribe  on  each  side  from  above  downward  the  entire 
width  of  the  broad  ligament  including  the  stump  of  the  previously  clamped  or 
ligated  base. 

In  intraabdominal  work  the  instrument  is  applied  to  the  broad  ligaments  or 
any  soft  tissue  to  be  excised  in  the  same  manner  as  the  ordinary  broad  ligament 
clamp,  using  the  screw  and  cross-bar  or  the  lever  as  the  comprensive  force.  Im- 
mediately on  its  application  the  broad  ligament  is  cut  away  on  the  uterine  side  of 
the  clamp,  and  at  the  end  of  a minute  it  is  removed  by  releasing  the  screw  or  lever, 
when  it  is  applied  on  the  opposite  side  in  precisely  the  same  manner.  The  uterus 
can  then  be  cut  away,  the  toilet  of  the  peritoneum  accomplished,  and  the  operation 
completed.  When  two  instruments  are  at  hand,  one  can  apply  them  on  both  sides, 
and,  in  simple  cases,  inmediately  remove  the  uterus,  placing  the  drainage  gauze  in 
the  interval  of  their  application,  and  with  the  closure  of  the  abdominal  wound 
terminate  the  operation.  Amputations  of  the  uterus  at  the  neck  are  accomplish- 
ed in  the  same  manner,  using  the  clamp  in  place  of  the  ligature  for  the  broad 
ligaments  on  either  side.  The  flaps  are  made  from  behind  and  in  front  of  the 
uterus  in  the  usual  manner,  and  subsequently  united  over  the  stump  with  a 
running  catgut  suture.  I propose  substituting  a clamp  for  this  part  of  the  operation 
as  well,  preferring  the  thin  ribbon -like  stump  in  cementing  the  flaps  together  to 
the  union  by  running  ligature.  A flat,  right-angled  clamp,  as  has  been  suggested 
by  Thumin,  for  the  vaginal  arteries  will,  I believe,  accomplish  this.  In  ovariotomy 
or  sal  pin  go-oophorectomy  the  operation  is  very  simple;  clamping  and  removing. 
Where  there  is  a septic  condition,  I have  employed  either  the  cautery  on  the  raw 
amputated  edge  of  the  stump,  which  is  insignificant,  or  strong  carbolic  acid.  The 
traslucent  edge  of  the  compressed  tissue  is  at  first  quite  blanched,  but  in  time  (as 
seen  upon  dogs)  the  hyperemic  edge  at  the  attached  portion  gradually  extends  its 
reddened  area  more  and  more,  so  that  the  entire  stump  ultimately  is  resuscitated, 
and  no  sloughing  occurs,  as  it  does  in  a large,  compressed  and  bunched  tissue 
when  the  conventional  ligature  is  used. 

There  being  no  granulating  surfaces  left,  the  adhesions  so  much  to  be  dread- 
ed by  the  ordinary  methods  do  not  occur.  There  being  no  ligatures  left  behind, 
one  is  relieved  of  the  apprehension  of  any  complication  from  this  source. 

The  following  summary  embodies  the  conclusions  I have  reached  after  two 
years’  successful  employment  of  the  angiotribe,  and  the  limitations  and  precautions 
that  I have  always  advised: 

1.  It  is  all-important  that  the  instrument  itself  be  of  faltless  make,  and  it 
should  be  thoroughly  tested  before  using.  Whatever  model  you  use,  the  secret  of 
success  is  in  its  strength  and  the  accurate  adjustment  of  its  blades. 

2.  Do  not  use  it  upon  omental  or  like  fragile  tissue. 

3.  Avoid  handling  or  disturbing  the  attenuated  stump  after  removing 
the  clamp. 

4.  It  is  not  neccessary  to  cauterize  the  thin  edges  of  the  stump  except  when 
there  are  infections  germs  to  be  destroyed. 

5.  As  there  is  no  oozing  from  surfaces  amputated  in  this  way,  no  drainage 
is  required. 

6.  A compressure  of  3.000  pounds,  for  a minute  or  more,  should  be  pract- 
iced in  all  very  vascular  areas. 

7.  In  softened,  edematous  conditions  there  is  the  same  danger  of  cutting 
and  breaking  of  tissue  with  the  angiotribe  as  with  the  ordinary  ligature. 

8.  In  aplying  upon  pedicles  care  should  be  taken  to  distribute  equally  the 
tissues  within  the  bite  of  the  forceps. 

9.  The  use  of  the  angiotribe  requires  much  the  same  skill  and  judgment  as 
other  and  apparently  more  complicated  surgical  procedures. 
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CONSIDERACIONES  SOBRE  LA  APENDICITIS 


I 

ESTUDIO  CLINICO 

POR  EL 

Df^.  J. . h . dñCOBS  Efí 

(habana,  cuba.) 


Este  trabajo  se  refiere  á 30  casos  de  apendicitis,  la  mayor 
parte  recogidos  en  nuestra  clientela  y otros  observados  en 
consulta  y debidamente  comprobados.  No  pretendemos  hacer 
un  estudio  completo  de  la  apendicitis,  porque  á la  hora  actual 
éste  ha  sido  esclarecido  en  sus  múltiples  aspectos,  con  las 
investigaciones  de  médicos  notables  de  todos  los  países. 

Nuestro  propósito  es  más  sencillo:  sólo  vamos  á tratar 
de  nuestros  casos,  y con  ellos  á la  vista,  fijaremos  algunos 
hechos  interesantes  en  la  historia  de  la  apendicitis,  con  los 
cuales,  por  lo  menos,  quedará  probada  la  importancia  que 
reviste  esta  enfermedad  en  la  Isla  de  Cuba. 

La  apendicitis  es  frecuente  en  la  Habana,  desde  algunos 
años  á la  fecha;  pero  en  este  ultimo  año,  especialmente,  se  han 
repetido  los  casos.  Dejando  á un  lado  las  observaciones  i y n, 
anteriores,  las  demás  forman  una  sucesión  en  el  espacio  de  20 
meses,  comenzando  en  Mayo  de  1899.  (Observación  núm.  m). 
Otros  colegas  de  esta  ciudad  han  tenido  ocasión  de  apreciar 
igualmente  la  frecuencia  del  mal  en  esa  época.  Este  hecho 
nos  hace  invocar  y nos  autoriza  á admitir  una  influencia 
exterior,  accidental  é independiente  de  todo  estado  patológico 
local,  para  explicar  la  repetición  de  casos  en  un  corto  período 
de  tiempo. 

Conocida  es  la  etiología  de  la  afección;  recorriendo  el 
cuadro  clínico  adjunto,  se  encontrarán  consignadas  entre  las 


causas  ocasionales  la  constipación,  la  enteritis,  y entre  las 
predisponentes,  la  infancia,  la  tuberculosis,  la  herencia,  ex- 
plicando ésta  por  mecanismos  que  no  es  preciso  recordar,  la 
existencia  de  la  apendicitis  familiar , variedad  etiológica  de  la 
cual  hemos  tenido  la  suerte  de  encontrar  algunos  casos  muy 
curiosos  (observaciones  números  ix,  xvi  y xxiv).  Bn  otras 
observaciones  no  nos  ha  sido  posible  registrar  en  los  antece- 
dentes causa  capaz  de  producir  la  dolencia. 

Ahora  bien:  ninguna  de  esas  causas  ordinarias  justifica 
la  frecuencia  de  la  apendicitis  y sobre  todo  su  aparición  en  la 
Habana  durante  el  último  ano,  en  momentos  determinados  y 
afectando  casi  simultáneamente  á individuos  que  estaban  ó 
no  preparados  por  una  condición  morbosa  preexistente  para 
contraer  la  enfermedad.  Esa  es  la  serie;  y para  explicarla 
pudiera  admitirse  la  influencia  de  un  estado  epidémico,  como 
dice  Monod,  ó infeccioso,  reinante  á la  sazón:  dada  la  frecuen- 
cia de  la  grippe  entre  nosotros,  como  endemo-epidemia,  sus 
formas  diversas  y sus  diversas  localizaciones,  las  intermitencias 
en  su  aparición,  coincidiendo  á veces  ambas  afecciones,  y aun 
su  existencia  en  individuos  al  ser  atacados  de  apendicitis 
¿por  qué  no  aceptar  una  relación  directa  entre  ambos  estados? 
Por  otra  parte,  los  textos  consignan  la  rareza  de  ese  mal  antes 
de  1890,  fecha  de  la  gran  grippe  en  Europa  y de  su  importación 
á esta  Isla,  en  donde  por  lo  visto  podemos  decir  otro  tanto  y 
agregar  que  sólo  después  del  año  citado  se  han  consignado 
observaciones.  Si  la  explicación  que  damos  del  hecho  no  es  la 
cierta,  es  por  lo  menos  racional  y nos  place  encontrarla  corro- 
borada por  algunos  observadores,  especialmente  por  Broca. 

La  apendicitis  es  una  afección  frecuente  en  el  niño  y el  jo- 
ven y rara  en  la  vejez  (dos  casos).  Aparece  indistintamente  en 
el  hombre  y en  la  mujer.  Es  rara  en  la  raza  negra  (un  caso). 
Cuando  los  antecedentes  son  bien  suministrados  por  el  enfer- 
mo, casi  siempre  se  encuentra  á distancia  mayor  ó menor  en  la 
vida  pasada  de  éste,  un  ataque  anterior  más  ó menos  importan- 
te, ya  un  ligero  cólico  situado  sobre  la  fosa  iliaca  ó próximo  á 
ella,  ya  un  brote  franco  de  la  enfermedad.  Presentamos  muchos 
ejemplos,  y como  el  Dr.  Pérez  Piquero  en  el  estudio  histológico 
que  adjunto  insertamos,  ha  encontrado  lesiones  crónicas  en 
todo  caso  al  parecer  de  apendicitis  aguda, — confirmando  así 
las  ideas  de  Letulle, — puede  en  verdad  asegurarse  que  el  que 
padece  apendicitis,  la  ha  tenido , 
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En  nuestra  práctica  hemos  visto  la  apendicitis  simple, 
plástica,  (Talamon)  supurada,  la  apendicitis  con  peritonitis 
generalizada  y la  forma  crónica.  De  apendicitis  tuberculosa 
presentamos  un  caso,  y otro  ligado  al  histerismo.  Los  casos 
simples  son  los  más  frecuentes.  Los  casos  graves  agudos  son 
por  fortuna  muy  raros  (dos  casos).  A cada  una  de  estas  formas, 
corresponde,  como  se  sabe,  un  cuadro  sintomático  propio,  que 
permite  diferenciarlas,  y que,  por  ser  conocido,  no  es  necesa- 
rio reproducir  aquí.  Empero,  sí,  vamos  á señalar  de  un  modo 
general  los  síntomas  que  á nuestros  casos  corresponden  para 
darles  el  valor  que  tienen  por  su  importancia  y frecuencia. 

La  fiebre  es  uno  de  los  primeros,  casi  siempre:  más  ó 
menos  alta,  se  la  encuentra  por  lo  común:  es  constante  en  las 
apendicitis  que  van  á supurar,  pero  no  lo  es  en  las  formas 
simples.  La  hemos  observado  en  la  forma  tuberculosa,  y en 
algunos  brotes  correspondientes  á la  forma  crónica.  Con  la 
fiebre  ha  coincidido  la  frecuencia  del  pulso.  Las  náuseas  y 
vómitos,  son  fenómenos  muy  inconstantes  y variables,  y pue- 
den presentarse  en  cualquier  época  y en  cualquier  forma  de 
la  apendicitis:  á veces  por  su  frecuencia  los  vómitos  resaltan 
en  el  cuadro,  sobre  todo  al  principio.  (Observaciones  núms.  n, 
xiii  y xxvn).  El  meteorismo  ha  sido  común  en  nuestros  casos 
de  apendicitis  supurada:  y más  aun  en  la  forma  peritoneal, 
como  es  de  regla.  Aparte  estos  síntomas,  algunos  autores, 
Dieulafoy,  Legueu,  entre  otros,  formulan  una  triada  sintomá- 
tica que  permitiría  reconocer  fácilmente  un  caso  de  apendicitis. 
Ese  conjunto  sintomático  que  estaría  representado  por  la 
hiperestesia,  la  defensa  muscular  y el  dolor,  dista  mucho  de 
tener  la  importancia  que  se  le  ha  asignado.  En  efecto:  la 
hiperestesia  de  la  pared  abdominal  en  la  zona  afectada,  es  tan 
raro  síntoma  que  sólo  en  un  caso  del  cuadro  se  encuentra 
consignado  (observación  núm.  xxm);  más  constante  es  cierta- 
mente la  reacción  contráctil  de  la  capa  muscular  protectora; 
lo  que  se  ha  llamado  la  defensa  muscular  y sin  embargo,  en 
los  casos  núm.  xi,  xx,  xxi,  xxx,  etc.,  no  se  ha  presentado. 
Bien  analizado  el  fenómeno,  no  constituye  en  sí  un  carácter 
propio  de  la  apendicitis:  es  frecuente,  como  decíamos,  pero  va 
ligado  al  dolor  local,  de  quien  depende.  Es,  pues,  secundario, 
y se  presenta  aquí  como  en  otras  afecciones  dolorosas,  agudas 
sobre  todo,  marcándose  especialmente  en  el  momento  de  la 
exploración  que  se  hace  por  este  motivo  difícil  ó imposible. 


Por  lo  demás,  en  uno  y otros  casos  su  explicación  sería  la 
misma. 

En  cambio  el  punto  de  Mc-Burney  podemos  decir  que 
constituye  el  síntoma  capital  y constante:  no  lia  faltado  en 
ningún  caso  de  nuestra  serie:  más  ó menos  intenso,  y unas 
veces  expresado  y localizado  bien  por  los  enfermos,  otras  pre- 
cisado en  el  momento  de  la  exploración,  siempre  lo  liemos 
encontrado  y más  aun,  siempre  nos  ha  servido  para  descubrir 
el  mal  y su  variedad  topográfica.  En  efecto:  no  siempre  se  le 
encuentra  en  el  sitio  que  su  autor  le  asigna,  y esto  se  explica, 
porque  correspondiendo  en  la  pared  abdominal  al  punto 
aproximado  de  la  inserción  del  apéndice  en  el  ciego,  ésta 
puede  variar  en  las  distintas  posiciones  de  esos  órganos,  cono- 
cidas de  todos  los  operadores.  En  muchos  de  nuestros  casos, 
el  punto  de  Mc-Burney  ha  sido  el  síntoma  revelador  de  la 
afección:  antes  de  la  fiebre,  cuando  ésta  existe:  antes  de  los 
vómitos,  si  éstos  se  presentan;  pero  en  otros,  el  dolor  ha  apa- 
recido á distancia  al  iniciarse  el  mal,  (región  hepática,  epigás- 
trica) con  un  carácter  transitorio  y fugaz;  no  se  ha  localizado 
bien  en  el  primer  momento:  el  enfermo  acusa  un  malestar  en 
la  fosa  iliaca  derecha,  lo  mismo  que  en  las  regiones  vecinas: 
le  duele  todo,  pero  no  puede  asegurar  que  le  duele  precisa- 
mente un  punto  más  que  el  otro:  al  cabo  de  algunas  horas, 
ó de  algunos  días  excepcionalmente  (caso  número  ix)  la 
situación  ha  variado:  al  dolor  difuso  inicial  sucede  una 
localización  dolorosa  fija  que  se  instala  en  la  región  del  apén- 
dice, hasta  la  terminación  del  mal.  Y aunque  es  raro,  repeti- 
mos, el  hecho,  en  nuestros  casos,  tiene  su  explicación,  y nos 
recuerda  lo  que  sucede  en  algunos  individuos  al  ser  atacados 
en  plena  salud  por  algunas  de  esas  afecciones  dolorosas,  como 
pneumonía,  la  pleuresía,  etc.  El  primer  momento  es  de  sor- 
presa para  los  órganos  que  componen  la  región  atacada:  todos 
sufren  á la  vez,  disponiéndose  así  como  en  una  acción  de 
protesta  contra  la  infección  que  los  amenaza:  hay  un  trastor- 
no funcional  en  aquellas  partes,  en  relación  con  cambios  ó 
alteraciones  circulatorias  y nerviosas,  difusas  al  cabo:  hasta 
que  cesa  el  período  reaccional  y sucesivamente  aparecen  el 
dolor  y los  otros  síntomas  para  dar  cuenta  del  mal  y de  su 
localización. 

Los  signos  físicos  varían:  en  algunos  casos  simples,  no 
hemos  podido  recoger  ningún  dato  para  la  palpación,  ni  si- 
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quiera  por  la  percución:  la  región  se  ha  encontrado  fácilmente 
explorable  y depresible.  En  un  caso  de  marcha  aguda  (ob- 
servación núm.  xxm)  la  intensidad  del  dolor  hizo  difícil  la  ex- 
ploración, pero  aun  así  ésta  se  practicó  sin  encontrar  modifi- 
caciones físicas  en  la  región  afectada.  Verdad  es  que  en  la 
operación  se  comprobó  que  las  lesiones  eran  marcadamente 
parietales,  con  tendencia  perforante  en  un  punto  del  apéndice, 
el  cual  no  presentaba  á la  vista  muy  variada  su  apariencia 
normal.  En  algunos  enfermos  observados  desde  el  principio 
del  ataque,  se  ha  comprobado  cada  día  mejor,  en  la  región 
del  apéndice,  una  tumefacción  variable  según  los  casos:  á 
veces  parecía  que  rodaba  bajo  nuestros  dedos  el  mismo  apén- 
dice engrosado  ó distendido  (observación  número  xvn);  en  el 
caso  número  xv,  encontramos  más  que  induración,  una  resis- 
tencia de  los  tejidos  á dejarse  deprimir,  limitada  al  foco. 

En  otras  ocasiones,  hemos  apreciado  una  zona  de  empas- 
tamiento  superficial,  bien  circunscrita  por  lo  general  y limi- 
tada á la  región  afectada;  es  el  plastrón , que  nos  ha  servido 
para  distinguir  las  apendicitis  plásticas. 

No  ha  presentado  caracteres  tan  circunscritos  la  tume- 
facción en  algunos  casos  que  han  ido  resueltamente  á la 
supuración:  ha  sido  más  difusa  y más  profunda  y consistente. 
En  las  apendicitis  supuradas  la  presencia  del  pus  se  ha  podido 
comprobar  fácilmente,  por  lo  común;  pero  otras  veces  sólo 
renitencia  (observación  núm.  ix). 

La  peritonitis  generalizada  ha  sido  confirmada  por  sus 
caracteres  ordinarios  que  son  conocidos  y,  por  tanto,  no  hay 
necesidad  de  señalarlos. 

La  observación  de  los  casos  nos  ha  permitido  establecer 
el  diagnóstico,  desde  luego,  con  bastante  facilidad.  Sin  em- 
bargo, este  juicio  puede  prestarse  á algunas  vacilaciones,  so- 
bre todo  al  principio,  sea  porque  los  síntomas  no  se  expresan 
bien,  ó forman  un  conjunto  incompleto.  Esa  dificultad  ocurre 
sobre  todo  en  enfermos  que  el  médico  observa  por  primera 
vez,  en  los  casos  de  brotes  atenuados,  ante  los  que  conviene 
practicar  un  examen  repetido  de  la  parte  y una  investigación 
completa  de  los  antecedentes,  para  aclarar  el  diagnóstico;  sin 
embargo,  muchas  veces  precisa  valorizar  en  un  juicio  defini- 
tivo y rápido  los  síntomas  que  se  encuentren  para  conocer  el 
mal  y establecer  la  indicación  terapéutica,  que  puede  ser 
urgente. 


Hemos  dicho  que  entre  todos  los  síntomas,  el  único  siem- 
pre presente  es  el  punto  de  Mc-Burney,  y también  que  en 
algunos  casos  lia  sido  el  único  elemento  del  juicio.  ¿Y  es  po- 
sible que  con  ese  solo  dato,  sin  el  concurso  de  la  fiebre,  de  la 
reacción  local  de  la  pared,  ó sin  que  los  antecedentes  del  en- 
fermo y el  examen  de  la  región  arrojen  alguna  luz,  se  pueda 
construir  el  diagnóstico  de  apendicitis?  Nos  decidimos  por  la 
afirmativa. 

¿A  qué  corresponde  ese  dolor?  ¿á  la  introducción  de  un 
cálculo  como  cree  Talamon?  No,  porque  no  se  explicaría  su 
existencia  en  aquellas  apendicitis  que  no  obedecen  á esa  causa. 
Es  más  racional  pensar  que  el  dolor  reside  ó en  el  mismo 
apéndice,  al  ser  distendido  por  productos  que  se  estancan  en 
él,  ó en  el  peritoneo  que  lo  rodea.  Esta  última  hipótesis  defen- 
dida por  Roux  permitiría  explicar  el  dolor  en  todos  los  casos: 
de  aceptarla,  sería  un  punto  limitado  de  peritonitis,  y como 
tal,  un  dolor  inflamatorio.  En  esto  estriba  á nuestro  juicio  su 
carácter  diferencial  y su  valor  diagnóstico.  Obedece  á un  tras- 
torno local  y se  sostiene  con  él.  Con  una  atenta  observación 
puede  el  médico  saber  que  ese  dolor  no  es  nervioso  y descar- 
tar así  la  posibilidad  del  histerismo,  las  neuralgias,  el  cólico 
nefrítico,  hepático,  intestinal,  etc.,  aparte  de  otros  caracteres 
que  á estos  males  corresponden  y que  facilitarían  también  la 
diferenciación.  Es  un  dolor,  fijo,  progresivo,  sin  intermiten- 
cias por  lo  común,  más  acentuado  siempre  en  la  región  de  don- 
de procede,  profundo,  y exacerbado  por  la  presión.  Aunque  se 
le  considere  aisladamente,  si  presenta  esos  caracteres  distinti- 
vos, á qué  otra  cosa  puede  corresponder  que  á un  trastorno  de 
carácter  inflamatorio  localizado  en  el  apéndice?  Fijado  este 
particular,  réstanos  agregar  que  liemos  hecho  el  diagnóstico 
de  ciertos  casos  con  solo  la  presencia  del  punto  de  Mc-Burney 
(observaciones  números  xx,  xvn  y xxi). 

El  dolor  persiste  en  todo  el  ataque.  Es  sin  duda  el 
fenómeno  más  saliente,  al  extremo  de  decirse  que  la  apendi- 
citis siempre  está  representada  por  una  crisis  dolorosa.  Pero 
su  intensidad  no  es  siempre  la  misma.  Su  tenacidad  y prolon- 
gación permiten  afirmar  que  el  ataque  no  va  á terminar  por 
resolución,  y algunas  veces  su  exacerbación  gradual  ha  anun- 
ciado la  formación  del  pus.  Esto  no  quiere  decir  que  en  todos 
los  casos  de  apendicitis  supurada,  sea  preciso  que  el  dolor 
aumente,  y en  alguna  de  nuestras  observaciones  pudimos 
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notar,  al  contrario,  que  el  dolor  presentaba  remisiones  marca- 
das (número  ix).  En  los  casos  observados  de  peritonitis  gene- 
ralizada, el  dolor  lia  sido  intenso  y sin  perder  sn  localización 
habitual,  presenta  un  carácter  generalizado  ó difuso  en  rela- 
ción con  la  extensión  del  mal. 

En  ciertos  casos  las  crisis  dolorosas  se  han  repetido  con 
frecuencia  y á intervalos  muy  aproximados.  Este  ataque  pro- 
longado nos  ha  recordado  el  estado  de  cólico , á semejanza  de 
esos  períodos  frecuentes  en  la  litiasis  renal  y biliar,  en  los 
cuales  no  es  aguda  la  crisis  y sin  embargo  permanecen  los 
enfermos  sufriendo  así  continuamente  varios  días  pequeños 
dolores  con  carácter  intermitente  manifiesto.  Ese  estado  de 
cólico  que  se  ha  presentado  en  algunos  de  nuestros  enfermos 
ha  correspondido  siempre  á apendicitis  sin  tendencia  á la  supu- 
ración, va  unido  á la  forma  crónica,  resiste  á la  medicación 
calmante  que  se  emplea  sistemáticamente  contraía  apendicitis, 
(observaciones  números  xvn,  xx,  xxi  y xxm)  y sn  prolonga- 
ción ha  hecho  necesaria  la  intervención.  A estos  accidentes  de 
marcha  lenta,  pueden  suceder  bruscamente  crisis  de  mayor 
intensidad  y de  marcha  aguda.  Tal  sucedió  en  uno  de  nues- 
tros casos,  quizás  el  más  interesante  de  la  colección:  cuando 
parecía  conjurado  ese  estado  de  cólico  que  había  durado  muchos 
días,  apareció  de  súbito  una  grave  crisis,  y el  dolor — único 
síntoma  apreciable — revistió  entonces  un  carácter  violentísimo 
y se  sostuvo  con  igual  intensidad  siempre,  á pesar  de  inyec- 
ciones repetidas  de  morfina.  Por  su  tenacidad  y su  brusquedad, 
y los  atroces  é inesperados  sufrimientos  de  la  enferma,  sólo 
podía  compararse  á una  extrangulación.  La  situación  era 
verdaderamente  alarmante  y en  vista  de  no  haber  dado  resul- 
tado el  tratamiento  médico,  se  procedió  á la  intervención  de 
urgencia.  El  estado  en  que  encontramos  el  apéndice,  próximo 
á perforarse  ya,  y el  resultado  en  definitiva  obtenido,  justifi- 
caron la  oportunidad  de  este  proceder. 

La  falta  de  localización  del  dolor  en  su  sitio  clásico, 
puede  ser  motivo  de  error,  ó de  duda,  como  hemos  dicho 
antes.  El  dolor  se  ha  difundido  por  todo  el  vientre  ó ha  apare- 
cido en  el  epigastrio  (observación  número  ix),  para  fijarse  más 
tarde  en  el  punto  de  Mc-Burney.  En  este  mismo  caso,  se 
situó  después  el  dolor  en  la  fosa  iliaca  derecha,  sobre  los 
anexos;  tras  de  él  se  presentaron  las  reglas:  continuó  algunos 
días  en  el  mismo  sitio,  lo  que  permitió  pensar  en  una  salpin- 
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gitis;  pero  después,  quedó  al  fin  limitado  á la  región  del 
apéndice.  Además  se  facilitó  el  diagnóstico  por  la  brusquedad 
de  la  invasión,  la  integridad  de  los  fondos  de  saco,  y los  ante- 
cedentes de  apendicitis  en  la  familia.  Coleccionando  el  pus 
más  tarde  y abierto  el  abceso,  pudo  observarse,  para  afirmar 
más  aun  el  diagnóstico,  la  salida  por  los  tubos  de  pequeños 
restos  de  pared  apendicular  esfacelados.  Otro  caso  interesante 
á este  respecto,  es  el  de  la  Srta.  C.  B.,  joven  artista  de  19  años, 
cubana.  Recién  llegada  á esta  Isla,  la  observamos  por  pri- 
mera vez  en  ausencia  de  su  médico  el  Dr.  Casuso,  con  síntomas 
de  una  disentería  aguda,  fiebre  á 39,  pulso  frecuente,  timpanis- 
mos  y dolor  intenso  igualmente  repartido  en  todo  el  vientre, 
deposiciones  frecuentes  (durante  nuestra  visita  hizo  dos  carac- 
terísticas). A la  mañana  siguiente,  el  cuadro  había  variado 
por  completo:  el  tenesmo,  las  deposiciones  sanguinolentas,  y 
el  dolor  difuso  del  vientre  había  desaparecido,  se  situó  un 
dolor  violento  en  el  punto  de  Mc-Burney:  á ese  nivel  pudo 
reconocerse  una  zona  de  empastamiento  limitado,  lo  que  per- 
mitió fijar  el  diagnóstico,  que  fué  aceptado,  así  como  la  indi- 
cación operatoria,  por  numerosos  profesores  y entre  ellos  sn 
médico.  Recientemente  hemos  visto  la  posibilidad  de  confun- 
dir la  apendicitis  con  un  quiste  del  ovario  derecho.  Era  una 
enferma  de  40  años,  morena,  que  se  presentó  en  nuestra  sala 
del  Hospital  uúm.  1,  el  día  6 del  pasado  mes  de  Enero  con  un 
intenso  dolor  en  toda  la  zona  inferior  del  abdomen,  pero  acen- 
tuado especialmente  hacia  el  lado  derecho,  punto  de  Mc- 
Burney:  había  alguna  distensión  de  vientre  y vómitos  repe- 
tidos; ni  fiebre  ni  alteraciones  del  pulso:  el  examen  de  la 
región  se  dificulta  por  el  exceso  del  dolor;  la  enferma  no  se 
deja  tocar  apenas:  sin  embargo,  se  observa  en  la  fosa  iliaca, 
en  la  región  del  apéndice,  una  zona  compacta  de  induración, 
de  6 centímetros  próximamente.  Como  antecedentes,  mani- 
fiesta que  hace  ocho  días  comenzó  ese  dolor  y que  fué  gradual- 
mente creciendo  hasta  obligarla  á ir  al  Hospital:  recuerda 
también  que  es  estreñida  de  hábito  y que  hace  un  año  tuvo 
un  dolor  parecido  en  el  mismo  sitio.  El  diagnóstico  de  apen- 
dicitis y la  necesidad  de  intervenir  con  urgencia  filé  aceptado 
por  el  Dr.  Fortún,  quien  operó  la  enferma  la  misma  tarde  de 
su  entrada:  se  encontró  primeramente  serosidad  peritoneal  y 
después  un  pequeño  quiste  del  ovario  derecho  con  pedículo 
largo,  doblado  dos  veces  sobre  sí  mismo,  y con  un  color  oscuro 
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que  advertía  la  dificultad  de  la  circulación  en  él:  se  extirpó  el 
quiste  y con  él  también  el  apéndice  que  estaba  engrosado  á tre- 
chos, muy  vascularizado  y adherido  al  meso  fuertemente. 

Los  fenómenos  que  motivaron  la  operación  de  urgencia, 
eran,  como  se  vé,  debidos  á la  extrangulación  del  quiste  por 
torsión  de  su  pedículo.  La  operación  fué  oportuna  y sin  duda 
salvó  la  vida  de  esta  mujer.  La  apendicitis  existía,  pero  de 
antiguo,  crónica,  y de  ninguna  manera  era  la  causa  del  estado 
alarmante  observado.  El  error  estaba  justificado  por  los  ante- 
cedentes de  la  enferma  y los  signos  locales:  por  otra  parte,  la 
torsión,  es  accidente  raro,  y más  raro  aun,  excepcional,  que  du- 
ren tantos  días  los  fenómenos  á ella  debidos.  La  exploración 
genital,  no  pudo  practicarse,  y de  serlo,  no  hubiera  arrojado  se- 
guramente luz  en  el  diagnóstico,  dado  lo  excepcional  del  caso. 

No  hemos  visto  tampoco  señalado  el  diagnóstico  diferen- 
cial con  el  riñón  movible,  y dos  casos  también  recientes  han 
venido  á demostrarnos  que  la  confusión  es  posible:  en  uno  del 
doctor  Héctor,  se  trata  de  una  niña  que  se  presenta  por  pri- 
mera vez  á nuestra  observación  con  un  dolor  intenso  en  la 
región  de  Mc-Burney,  reacción  de  defensa,  vómitos  y fiebre 
moderada.  A la  palpación  se  encuentra  una  masa  dura  en 
aquella  región  y como  nos  llamase  la  atención  su  movilidad, 
hicimos  el  examen  bajo  el  cloroformo,  pudiendo  entonces 
comprobar  que  se  trataba  de  un  riñón  movible,  con  fenóme- 
nos de  extrangulación.  Reducido  éste,  es  decir  desalojado  del 
sitio  que  ocupaba,  quedó  la  región  del  apéndice  libre  y en  las 
condiciones  normales. 

El  segundo  caso  es  mucho  más  interesante:  se  trata  de 
un  individuo,  enfermo  del  Dr.  Le  Roy,  que  presentaba  encima 
de  la  región  apendicular  y llegando  á la  línea  media,  un  tumor 
duro,  irregular,  apenas  movible,  doloroso  á la  presión,  y que 
reproducía  la  forma  de  un  riñón  aumentado  en  su  volumen  y 
consistencia.  Las  orinas  no  estaban  alteradas;  pero  los  sufri- 
mientos del  enfermo,  decidieron  la  intervención,  y se  practicó 
la  laparotomía  mediana.  Cierto  que  se  encontró  un  riñón 
ectópico,  pero  éste  no  constituía  el  tumor  eu  cuestión  que 
estaba  situado  por  delante  y formado  por  el  gran  epiploon,  el 
meso  colon  y meso  ciego  indurados  y adherentes.  Resecado  el 
gran  epiploon,  se  encontró  el  apéndice  grueso,  bastante  largo, 
con  un  meso  espesado:  signos  evidentes  de  apendicitis  y punto 
de  partida  indudable  de  toda  aquella  formación  patológica. 
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Continuando  este  estudio  de  diagnóstico,  debemos  recor- 
dar que  el  histerismo  puede  simular  una  apendicitis;  pero 
también  acompañarla  en  su  evolución  y enmascararla.  A esta 
segunda  variedad  corresponde  un  caso  del  Dr.  Betancourt 
que  tuvimos  ocasión  de  observar  y que  fue  operado  después 
con  éxito  por  el  Dr.  Ortiz.  Es  una  joven  señorita  que  ha 
tenido  anteriormente  manifestaciones  visibles  de  histerismo. 
Desde  1896  aparece  el  dolor  en  la  fosa  iliaca  derecha,  á veces 
tan  intenso,  que  no  la  deja  salir  de  la  cama:  este  dolor  tiene 
remisiones  acentuadas  y en  ocasiones  se  presenta  en  otros 
sitios  de  la  pared  abdominal.  Es  el  único  síntoma  que  puede 
recogerse  después  de  exploraciones  atentas  y repetidas.  Su 
permanencia,  á pesar  de  todos  los  tratamientos  médicos,  decide 
la  operación  y en  ella  se  observa  el  ciego  adherido  por  su  cara 
anterior  al  peritoneo  parietal:  una  extensa  porción  del  gran 
epiploon  adherido  á la  parte  interna  del  ciego,  quedando 
englobado  el  apéndice  entre  estas  adherencias.  Era  éste,  una 
delgadísima  y larga  lámina  blanquecina,  cuya  extremidad 
libre  se  perdía  en  una  masa  de  tejido  fibroso.  Se  trataba,  pues, 
de  una  antigua  apendicitis  y las  adherencias  explicaban  los 
sufrimientos  de  la  enferma.  Hoy,  después  de  destruidas  aque- 
llas y extirpado  su  apéndice,  se  encuentra  muy  bien,  nota- 
blemente restablecida. 

Cuanto  á la  apendicitis  tuberculosa,  sabemos  que  su 
diagnóstico  no  es  fácil,  durante  la  marcha  del  mal.  Nuestro 
enfermo  presentaba  lesiones  tuberculosas  en  los  pulmones  y 
laringe:  había  tenido  ataques  anteriores  de  apendicitis  y en  él 
avanzó  el  brote  de  que  lo  asistimos,  con  los  mismos  fenómenos 
de  una  apendicitis  supurada,  sospechando  sin  embargo  la 
naturaleza  tuberculosa  de  la  afección,  más  que  todo  por  el 
estado  del  enfermo.  En  la  operación  se  comprobó  la  existencia 
de  un  abceso  pequeño;  y evacuado  éste  apareció  la  extremidad 
inferior  del  ciego  y del  apéndice  incluidas  en  una  masa 
indurada  de  consistencia  fibrosa:  era,  pues,  un  caso  correspon- 
diente á la  variedad  hipertrofiante  de  apendicitis  tuberculosa, 
(véase  la  nota  que  nos  ha  suministrado  el  Dr.  Martínez), 
(observación  núm.  x),  y en  él  se  prueba  la  participación  del 
ciego  en  el  proceso,  como  indican  los  autores,  siendo  más  bien 
un  caso  de  tiflo-apendicitis. 

No  hay  para  qué  hacer  el  diagnóstico  de  las  distintas 
formas  que  hemos  observado,  porque  éstas  son  bien  conocidas 
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y se  sabe  que  su  distinción  muchas  veces  no  puede  hacerse  en 
buena  clínica.  Un  mismo  caso  puede  revestir  varias  formas- 
Sin  salir  de  nuestro  cuadro,  vemos  por  ejemplo  el  caso  núme. 
ro  ii  de  apendicitis  crónica  terminar  por  un  abceso  abierto  en 
el  intestino,  y otro  caso  igual,  número  xxm,  en  el  cual  ni  si- 
quiera existía  tumefacción  aparente,  revestir  súbitamente  un 
carácter  agudo  gravísimo,  etc.  En  cambio,  presentamos  un 
caso  de  apendicitis  crónica  á repetición  (núm.  xx),  que  con- 
servó igual  fisonomía  clínica  hasta  la  operación. 

No  debemos  termina  este  capítulo  del  diagnóstico,  sin 
fijar  la  importancia  que  tiene  el  examen  del  enfermo  bajo  el 
sueño  clorofónnico.  En  los  casos  dudosos  siempre  es  conve- 
niente examinar  el  enfermo  de  este  modo,  antes  de  intervenir. 
La  exploración  es  así  más  fácil  y el  cirujano  tiene  ocasión  de 
fundar  su  juicio  en  definitiva.  Pero  hay  más:  el  examen  bajo 
el  cloroformo  suministra  al  observador  un  dato  precioso  que 
puede  unir  á los  ya  recogidos  para  hacer  su  juicio:  es  un 
nuevo  elemento  diagnóstico  sobre  el  cual  lia  fijado  primera- 
mente la  atención  nuestro  compañero  el  Dr.  Duplessis,  y pro- 
ponemos designarlo,  con  el  nombre  de  signo  del  cloroformo. 
En  efecto;  realizada  la  anestesia,  tan  pronto  se  llega  al  período 
de  resolución  muscular,  se  destaca  la  región  afectada  en  la 
fosa  iliaca,  bajo  la  forma  de  una  ligera  elevación  circunscrita, 
y contrasta  por  su  fijeza  y resistencia  con  las  partes  vecinas 
que  aparecen  deprimidas,  suaves  y flácidas  en  ese  momento. 
¿Podría  explicarse  este  hecho  por  la  resistencia  que  ofrecen 
al  cloroformo  los  tejidos  comprendidos  en  el  proceso  de  la 
apendicitis?  En  casos  en  que  pudo  apreciarse  tumefacción,  se 
hizo  ésta  más  visible  durante  la  anestesia,  y en  otros  casos  de 
apendicitis  simple,  sin  tumefacción  aparente,  se  realizó  igual- 
mente el  fenómeno.  Siempre,  pues,  lo  hemos  comprobado,  y 
por  su  constancia  no  vacilamos  en  concederle  verdadera  utili- 
dad en  el  diagnóstico  de  la  apendicitis,  cualquiera  que  sea  la 
forma  de  esta  enfermedad. 

Respecto  al  pronóstico  podemos  decir  que  no  es  la  apen- 
dicitis una  enfermedad  temible  por  lo  general.  Sábese  que 
tiene  tendencia  á la  recaída,  y aun  si  se  quiere  también  á la 
supuración,  pero  aun  así,  cuidados  los  enfermos  conveniente- 
mente, y estableciendo  en  tiempo  las  indicaciones  operatorias, 
la  curación  es  la  regla  en  la  inmensa  mayoría  de  las  ocasiones. 


II 

TRATAMIENTO 


POR  EL 

DR.  GUSTAVO  DUPLiESSIS 

(habana,  cuba.) 

El  tratamiento  que  liemos  seguido  en  todos  nuestros  ca- 
sos de  apendieitis  lia  sido  casi  siempre  quirúrgico;  en  trece 
casos  hemos  practicado  la  operación,  en  otros  la  liemos  acon- 
sejado, habiendo  sido  ejecutada  por  otros  cirujanos,  tratán- 
dose de  enfermos  que  sólo  habíamos  visto  en  consulta. 

De  nuestros  trece  casos,  ocho  presentaron  formas  supu- 
radas; tres,  formas  crónicas  con  brotes  sub-agudos;  dos,  for- 
mas agudas. 

Nuestro  criterio  es,  pues,  esencialmente  quirúrgico;  con- 
sideramos indicada  la  intervención  en  la  mayor  parte  de  los 
casos,  y la  observación  clínica  sólo  nos  permite  juzgar  el 
momento  oportuno  de  dicha  intervención. 

En  las  formas  crónicas  preferimos  siempre  esperar  el 
momento  de  resolución  completa  de  las  crisis,  para  interve- 
nir, como  en  los  casos  números  xvn  y xxi. 

En  nuestras  operaciones  por  abscesos  periapendiculares 
liemos  intervenido  después  de  los  cuatro  ó cinco  primeros 
días,  unas  veces  por  haber  sido  llamados  en  esta  época  de  la 
enfermedad,  otras  porque  los  casos,  no  revistiendo  fenómenos 
alarmantes,  nos  han  permitido  esperar  hasta  el  momento  de 
la  formación  de  la  colección  purulenta. 

En  cambio,  hemos  tenido  dos  casos  en  los  cuales  la  in- 
tensidad de  los  síntomas  nos  ha  hecho  operar  inmediatamen- 
te. En  la  observación  número  xxm  la  agudeza  del  dolor  no 
cediendo  á dosis  fuertes  de  morfina  (4  centgrs.),  nos  deciden 
á intervenir  á las  22  horas  de  la  crisis  y extirpamos  un 
apéndice  que  estaba  próximo  á perforarse  en  un  punto  de  su 
base.  En  la  observación  número  xxvn  vimos  la  enferma  á los 
tres  días;  aquí  la  persistencia  de  los  vómitos,  de  la  fiebre  y 
del  obstáculo  al  curso  de  las  materias  fecales,  nos  hacen  ope- 
rar sin  dilación,  encontrando  ya  signos  de  peritonitis,  exuda- 
do peritoneal  y un  apéndice  completamente  invadido. 

No  negamos  que  la  apendieitis  pueda  curar  sólo  por  el 
tratamiento  médico;  pero  no  debemos  contar  con  estos  casos, 


94 


y aconsejamos  siempre  la  intervención  después  de  una  se- 
gunda crisis  de  apendicitis. 

La  oportunidad  de  la  intervención  está  subordinada  al 
estudio  clínico  del  enfermo;  y nos  parece  exagerado  la  fór- 
mula de:  apendicitis,  intervención  inmediata.  Debe  observar- 
se atentamente  el  enfermo  y la  marcha  de  la  afección  indica 
claramente  el  tratamiento  que  debe  seguirse.  La  atenuación 
rápida  de  los  síntomas  por  un  tratamiento  médico  bien  ins- 
tituido, permite  esperar  la  resolución  de  la  crisis,  para  prac- 
ticar la  resección  del  apéndice  en  frío.  Su  persistencia  du- 
rante dos  ó tres  días,  y á más  fuerte  razón  la  exageración  de 
algunos  de  ellos,  ó de  su  conjunto,  revelando  la  tendencia  á 
la  invasión  peritoneal,  decidirán  á intervenir  sin  pérdida  de 
tiempo.  Las  calmas  traidoras  han  sido  exageradas  á nuestro 
modo  de  ver;  siempre  quedan  signos  revelando  que  el  peligro 
no  ha  pasado,  que  subsiste,  á pesar  del  tratamiento  médico,  y 
el  cirujano  no  se  dejará  engañar. 

método  operatorio 

No  vamos  á describir  los  distintos  métodos  seguidos  por 
los  eminentes  cirujanos  que  se  han  ocupado  de  la  apendici- 
tis; nos  limitaremos  á describir  cómo  hemos  procedido  en 
nuestros  casos,  según  la  variedad  de  apendicitis  que  hemos 
tratado.  No  creemos  de  ninguna  manera  que  sea  original 
nuestro  modo  de  proceder;  lo  recomendamos  únicamente  por 
habernos  dado  resultados  satisfactorios. 

Siempre  hemos  procurado  practicar  nuestras  operacio- 
nes en  un  local  apropiado,  como  poseemos  algunos  en  la 
Habana,  pues  es  indudable  que,  en  estos  medios  se  obtienen 
mejores  resultados,  reuniendo  todas  las  condiciones  de  asep- 
sia que  exigen  tales  casos  y estando  preparados  para  todas 
las  eventualidades.  No  insistiremos,  pues,  sobre  la  necesidad 
de  tomar  todas  las  precauciones  necesarias  para  una  lapara- 
tomía  aun  cuando  hayamos  de  operar  casos  supurados,  pues 
su  descuido  aportaría  nuevos  gérmenes  que  aumentarán  la 
infección. 

Casi  siempre  hemos  empleado  el  cloroformo  como  agente 
anestésico,  excepto  en  un  caso  con  el  Dr.  Montané,  (observa- 
ción numero  ni,)  en  que  tuvimos  que  intervenir  á media  noche 
y el  estado  grave  del  enfermo  nos  hizo  preferir  el  éter,  que 


consideramos  superior  al  cloroformo  en  los  casos  en  que  el  pe- 
ritoneo está  invadido. 

La  incisión  de  las  partes  blandas  la  hacemos  á dos  tra- 
veses  de  dedo,  por  dentro  de  la  espina  iliaca  an  tero-superior 
empezando  un  poco  por  encima  de  la  línea  que  une  dicha 
espina  con  el  ombligo,  y siguiendo  un  trayecto  oblicuo,  para 
terminar  en  el  borde  externo  del  músculo  recto  del  abdomen. 
Esta  incisión,  que  es  una  variante  de  la  de  Roux,  puede  ser 
agrandada  ulteriormente  prolongándola  hacia  arriba,  si  las 
manipulaciones  subsiguientes  lo  exigen.  Seccionada  la  piel 
y el  tejido  celular  subcutáneo  se  divide  la  aponeurosis  del 
gran  oblicuo,  sobre  la  sonda  acanalada.  Quedan  al  descubierto 
las  fibras  musculares  de  este  músculo,  que  separamos  con  la 
sonda  acanalada,  así  como  las  del  pequeño  oblicuo  y las  del 
transverso.  Entonces  cogemos  un  pliegue  del  peritoneo  con 
la  pinza  de  disecar,  y hacemos  una  pequeña  abertura  con  el 
bisturí,  procediendo  con  mucho  cuidado,  pues  pueden  existir 
adherencias  con  el  intestino.  Esta  pequeña  abertura  nos  per- 
mite pasar  la  sonda  acanalada  para  agrandarla  y poderle  dar 
entrada  al  dedo  índice,  que  entonces  nos  servirá  de  conductor 
para  completar  la  sección  peritoneal  en  toda  la  extensión  de  la 
herida,  sirviéndonos  para  ello  de  las  tijeras  guiadas  por  dicho 
dedo.  Cuando  la  operación  se  practica  antes  de  que  existan 
adherencias,  la  sección  peritoneal  no  exije  tantas  precauciones. 
A medida  que  se  divide  el  peritoneo,  el  ayudante  coje  sus 
bordes  de  cada  lado  con  pinzas  de  Pean.  Muy  á menudo  se 
presenta  en  la  herida  el  gran  epiploon,  que  será  resecado 
cuando  su  estado  lo  exija.  Por  el  lado  interno  de  la  incisión 
tienen  tendencias  á salir  algunas  asas  intestinales;  para  evi- 
tarlo colocamos  un  paño  de  vientre  sostenido  por  una  pinza  y 
que  confiamos  al  ayudante  directo. 

Hasta  aquí  nuestra  manera  de  proceder  es  siempre  la 
misma  que  exista  ó no  una  colección  purulenta.  Hecha  la 
incisión  así,  nos  permite  abordar  fácilmente  el  ciego  y caer 
sobre  el  apéndice;  tiene  la  ventaja  en  los  caso's  supurados  por 
su  situación  externa,  poder  abordar  el  ciego  por  su  cara  pos- 
tero-externa,  sitio  más  habitual  de  los  abscesos,  y proteger 
mejor  con  una  compresa  la  gran  cavidad  peritoneal  hacia 
dentro,  cuando  no  existen  adherencias. 

En  los  casos  supurados  nuestro  dedo  explora  la  región 
cecal;  la  tumefacción  posterior  se  siente  fácilmente;  el  mismo 
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dedo  índice  aborda  el  ciego  por  su  cara  externa,  y al  contor- 
near la  cara  posterior  da  salida  á un  flote  de  pus  de  un  olor 
fecaloideo. 

Hacemos  entonces  un  gran  lavado  con  agua  esterilizada 
bien  caliente,  hasta  que  el  líquido  salga  claro,  lo  que  nos  per- 
mite abordar  la  cavidad  directamente  con  el  dedo,  desprender 
las  falsas  membranas  que  la  tapizan,  y sentir  en  ciertos  casos 
el  apéndice,  pero  siempre  procediendo  con  la  mayor  pruden- 
cia para  evitar  romper  adherencias  beneficiosas.  La  mayor 
parte  de  las  veces  el  apéndice  está  destruido  y en  los  lavados 
subsiguientes  se  ven  eliminar  detritus  de  sus  paredes,  (obser- 
vación número  ix).  A veces  se  puede  comprobar  como  en  la 
observación  número  xi,  el  punto  de  sección  espontánea  del 
apéndice  al  nivel  del  ciego.  En  el  caso  número  xxvi  el  tacto 
solo  nos  permitió  sentir  el  apéndice  y resecarlo  encontrándo- 
lo destruido  en  gran  parte  de  su  extensión.  Otras  veces,  (ob- 
servación número  x),  era  pequeño,  grueso,  eréctil  y rodeado 
de  una  masa  probablemente  de  origen  tuberculoso. 

Bien  detergido  el  foco  y extirpado  ó no  el  apéndice  según 
los  casos,  colocamos  dos  gruesos  tubos  de  drenage  que  rodea- 
mos de  gasa  antiséptica  y ponemos  dos  puntos  en  los  extre- 
mos de  la  incisión  para  disminuir  la  herida.  Cuando  la  incisión 
no  ha  sido  agrandada,  los  tubos  rodeados  de  gasa  la  llenan 
completamente  y entonces  nos  abstenemos  de  esos  puntos 
terminales,  pues  casi  siempre  se  infectan.  Cerciorados  por 
medio  del  lavado  que  los  tubos  funcionan  bien,  ponemos  el 
vendage  con  gasa,  algodón  en  cantidad  suficiente  y un  vendage 
de  cuerpo  de  franela. 

En  los  casos  no  supurados,  el  ciego  nos  ha  servido  de 
guía  para  encontrar  el  apéndice,  excepto  una  vez  (observación 
xxv),  en  que  nos  fué  imposible  verlo,  y como  las  manipulacio- 
nes se  prolongaban,  cerramos  después  de  extirpar  una  masa 
de  epiploon  engrosado  y destruir  gran  número  de  adherencias. 
En  nuestros  otros  enfermos  hemos  sido  más  afortunados  ha- 
biéndolo encontrado  fácilmente,  levantando  el  ciego  con  los 
dedos  y explorando  su  extremidad  inferior.  Su  posición  varía 
las  más  de  las  veces,  dirigido  hacia  abajo  y afuera;  en  otro 
caso  (observación  xxvn),  se  dirigía  hacia  arriba  á lo  largo  del 
colon  ascendente  y estaba  bastante  adherido. 

Encontrado  el  órgano  se  libra  de  sus  adherencias,  se 
liga  el  meso  con  seda  de  mediano  calibre,  y se  secciona;  que- 


da  el  apéndice  entonces  únicamente  sostenido  por  sn  base 
implantada  en  el  ciego;  al  nivel  de  esta  base  colocamos  una 
ligadura  de  seda  y lo  seccionamos.  El  muñón  apendicular  lo 
deprime  un  ayudante  con  la  sonda  acanalada  para  encerrarlo 
en  un  pliegue  de  ciego  por  medio  de  dos  puntos  sero-serosos 
pasados  sobre  ese  intestino.  Detergido  el  campo  operatorio 
de  la  sangre  que  puede  haber,  procedemos  á la  sutura  de  las 
partes  blandas  haciendo  tres  planos;  surget  peritoneal,  los 
planos  aponeuróticos  con  hilos  de  seda  y la  piel  con  crin  de 
Florencia. 

El  tratamiento  ulterior  es  bien  simple  en  los  casos  no 
supurados,  el  apósito  se  levanta  á los  8 días  para  quitar  los 
puntos  y permitimos  al  enfermo  levantarse  á los  15  días. 

En  los  casos  supurados  continuamos  los  lavados  hasta 
que  la  supuración  se  agote,  retirando  poco  á poco  los  tubos, 
generalmente  de  los  20  á los  30  días. 

El  número  de  lavados  está  subordinado  á la  intensidad 
de  la  supuración,  variando  según  los  casos  de  2 á 4 por  día. 
Cuando  no  existe  olor  nos  servimos  exclusivamente  del  agua 
esterilizada;  si  por  el  contrario  hay  fetidez  usamos  sobre  todo 
el  permanganate  al  1 por  2 ó 3000,  habiendo  empleado  algu- 
nas veces  soluciones  de  lisol  ó de  resorcina.  Consideramos 
sumamente  ventajosa  esta  práctica  de  lavados  frecuentes,  pues 
no  hemos  perdido  ninguna  de  nuestras  apendicitis  supuradas. 

Tenemos  la  costumbre  de  someter  los  primeros  días 
nuestros  operados  al  régimen  lácteo,  y purgarlos  al  segundo 
ó tercer  día  de  la  operación. 

El  resultado  de  nuestras  operaciones  ha  sido  satisfactorio, 
nuestras  apendicitis  supuradas  y las  operadas  en  frío  no  nos 
arrojan  ninguna  mortalidad;  sólo  hemos  perdido  un  caso  de 
forma  peritoneal. 

La  única  complicación  que  tenemos  que  señalar  ha  sido 
la  formación  de  un  segundo  absceso  en  la  fosa  iliaca  izquier- 
da en  dos  de  nuestras  apendicitis  supuradas.  En  el  niño  L., 
observación  número  m,  la  temperatura  cae  después  de  la  opera- 
ción para  reaparecer  algunos  días  después,  acompañándose  de 
una  tumefacción  en  la  fosa  iliaca  izquierda,  que  pronto  se  hace 
renitente  y nos  obliga  á abrir  de  nuevo  el  vientre  para  dar 
salida  á nna  gran  cantidad  de  pus.  En  el  segundo  caso,  ob- 
servación número  xxvi,  aparece  también  la  tumefacción  en  el 
lado  izquierdo  acompañada  de  fiebre,  pero  cuando  nos  dispo- 
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níamos  á intervenir,  los  síntomas  desaparecen  coincidiendo 
con  tina  mayor  abundancia  de  supuración  por  la  herida  de 
nuestra  intervención,  los  que  nos  hace  pensar  que  este  segun- 
do abceso  se  abriese  paso  en  el  foco  primitivamente  abierto. 

Hemos  visto  nuestros  operados;  todos  siguen  bien,  y 
aun  aquellos  en  que  el  apéndice  no  ha  sido  resecado,  no  han 
vuelto  á presentar  síntomas  de  apendicitis,  lo  que  no  debe 
extrañar,  pues  casi  siempre  hemos  visto  eliminar  pedazos  de 
pared  apendicular  en  los  lavados  post-operatorios. 

III 

ANATOMÍA  É HISTOLOGÍA  PATOLÓGICAS 

POR  EL 

DR.  GREGORIO  PEREZ  PIQUERO 

(habana,  cuba.) 

Hemos  examinado  histológicamente  ocho  apéndices,  y 
en  todos  se  ha  comprobado  que  la  principal  lesión  residía  en  los 
folículos  cerrados:  aun  en  el  caso  número  xxvi  en  que  se 
encontró  el  apéndice  ulcerado,  y destruido  una  gran  parte 
de  su  pared,  también  debió  tener  principio  la  infección  por  los 
folículos,  según  pudo  apreciarse  en  algunos  de  los  numerosí- 
simos cortes  que  tuvimos  que  examinar  al  estudiar  este  caso. 

Asimismo  se  ha  podido  ver  en  todos,  señales  de  antiguos 
brotes  inflamatorios. 

Bacteriológicamente  hemos  encontrado  siempre  zoogleas 
de  un  estafilococus  y algunos  pocos  bacilos  aislados. 

Por  lo  observado  y siguiendo  la  teoría  de  Terrier,  cree- 
mos que  toda  apendicitis  tiene  su  principio  en  una  foliculitis 
infecciosa,  cuyo  agente  imprimirá  caracteres  variables  de 
forma  clínica  y gravedad  sobre  la  virulencia  de  que  esté  do- 
tado, sin  exceptuar  siquiera  las  gangrenosas  ó necrosantes, 
en  que  la  destrucción  ha  alcanzado  á toda  la  pared  del  órgano 
y que  parece  empezar  atacando  varias  túnicas  á la  vez. 


OBSERVACION  I 

Dos  preparaciones  se  han  hecho : una  del  apéndice  ( corte  transversal ) y otra 
del  meso-apéndice. 

Apéndice:  luz  del  apéndice  normal,  encerrando  una  sustancia  hialina  que 
colora  débilmente  con  la  hematoxilina.  Folículos  de  Lieberkuhn:  epitelio  desea- 


rilándose  hacia  el  interior  del  tubo  y éste  lleno  de  glóbulos  rojos.  En  el  tejido  con- 
juntivo submucoso  y en  el  espesor  de  la  capa  muscular  infiltración  difusa  de 
células  embrionarias  jóvenes:  esta  infiltración  es  más  densa  en  la  fascia  subpe  - 
ritoneal.  Peritoneo  engrosado. 

En  el  meso-apéndice:  gran  infiltración  de  células  embrionarias,  en  especial 
alrededor  de  los  vasos.  No  hay  disposición  de  tubérculos,  aunque  el  tejido  embrio- 
nario aparece  más  denso  en  unos  lugares  que  en  otros. 

Las  lesiones  encontradas  en  esta  pieza  patológica,  especialmente  la  infiltra- 
ción embrionaria  del  meso-apéndice  hacen  creer  en  su  naturaleza  tuberculosa  y 
aunque  falta  la  disposición  característica  de  las  células  en  esta  lesión,  esto  no 
excluye  aquel  origen  y ya  Mr.  Pilliet  lo  ha  señalado  l “en  medio  de  masas  roji- 
zas y rosadas,  de  aspecto  sarcomatoso,  que  constituyen  las  paredes  intestinales 
hipertrofiadas,  no  se  encuentran  sino  raros  folículos  tuberculosos;  lo  que  se  en- 
cuentra es  una  enorme  proliferación  de  elementos  embrionarios  qne  infiltran  las 
paredes.” 

La  forma  de  la  lesión  corresponde  á la  variedad  de  apendicitis  tuberculosa 
hipertrófica  de  Reclus. 

Habana,  Enero  27  de  1901. 

Dr.  Emieio  Martínez. 

Jefe  de  Trabajos  de  Microscopía  clínica. 

OBSERVACION  II 

Examen  macroscópico. — Apéndice  grande  y muy  grueso.  Parece  sano  en 
una  extensión  como  de  un  centímetro  en  su  parte  superior  inmediata  al  ciego. 
Enseguida  se  ensancha  notablemente  y así  sigue  hasta  el  fin.  Muy  grueso  el  meso- 
apéndice,  que  en  algunos  puntos  está  apelotonado  ofreciendo  verdaderas  abolladu- 
ras; en  una  de  ellas  hay  un  mamelón  con  una  ligadura  que  se  corta  y á simple  vista 
no  deja  ver  vaso  alguno. 

Toda  la  pieza  es  de  un  color  negruzco  que  recuerda  el  de  la  gangrena. 

Examen  microscópico. — Se  dan  cortes  en  tres  porciones.  En  la  parte  su- 
perior inmediata  al  ciego,  hacia  el  medio  y hacia  la  parte  inferior. 

En  la  primera  sección  no  se  aprecian  grandes  alteraciones,  se  limitan  á la 
mucosa'  que  presenta  los  folículos  cerrados  algo  confusos,  las  glándulas  de  Lie- 
berkhum  distendidas  por  mucus  que  con  un  exudado  granuloso  ocupa  algunos 
puntos  de  la  luz  del  órgano. 

La  segunda  sección  aparece  toda  aumentada  de  volumen.  La  serosa  es  grue- 
sa y en  algunos  puntos  parece  dividida  en  dos  capas  por  un  exudado  de  aspecto 
homogéneo  que  no  se  colorea  por  la  hematoxilina. 

Las  dos  capas  musculares,  es  decir,  la  de  fibras  longitudinales  y la  de  fibras 
circulares  igualmente  más  gruesas. 

La  submucosa  ofrece  la  misma  particularidad.  Su  trama  adenoida  es  casi 
nula  y serpean  en  ella  numerosos  capilares  grandes  y distendidos  por  la  sangre. 

La  mucosa  conserva  en  algunos  puntos  intacto  su  revestimiento  epitelial,  las 
glándulas  de  Lieberkhun  distendidas  por  mucus,  parecen  en  hiperfunción.  Los  fo- 
lículos cerrados  confusos  parecen,  en  algunos  puntos,  invadidos  por  el  tejido  con- 
juntivo de  la  porción  submucosa. 

La  tercera  sección  ofrece  las  mismas  alteraciones,  pero  en  este  punto  es  no- 
table la  dimensión  que  ha  alcanzado  el  meso,  pudiendo  tener  tres  ó cuatro  veces  el 
volumen  del  apéndice.  La  trama  areolar  propia  de  la  región  está  sumamente  vas- 
cularizada,  viéndose  un  grueso  tronco  que  probablemente  es  el  que  motivó  la  liga- 
gura  que  vimos  al  examinar  la  pieza  anatómica. 

OBSERVACION  III 

ASPECTO  macroscópico. — Color  negruzco,  doble  encorvadura  con  dureza 
quebradiza,  paredes  retraídas,  delgadas  y duras  que  dan  lugar  á un  conducto  de 


1 “L’appendicite/'  par  Monod  & Vauverts,  pag.  59,  París. 
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luz  grande.  Meso-apéndice  con  aspecto  grasoso  apelotonado  en  algunos  puntos, 
principalmente  en  las  encorvaduras. 

Examen  microscópico. — Técnica.  Induración  y fijación  por  los  alcoholes, 
inclusión  en  goma  y coloración  por  picro  carmín  y por  hematoxilina.  Montages  en 
bálsamo  y resina. 

Túnica  serosa  condensada,  muy  delgada  y de  aspecto  uniformemente  fibroso. 

Túnica  musculosa. — Se  ven  pocos  haces  longitudinales,  son  más  abundantes 
los  circulares  y ambos  invadidos  de  infiltración  conjuntiva  muy  densa,  que  invade 
los  intersticios  de  las  fibras;  en  algunos  puntos  están  disociados  por  un  tejido  lin- 
foideo  donde  circulan  algunos  vasos  de  paredes  delgadas  y apretadas.  Se  percibe 
en  este  punto  un  principio  de  invasión  inflamatoria  embrionaria  y algunos  leu- 
cocitos. 

Ra  túnica  mucosa  aparece  toda  inflamada,  con  verdaderos  pelotones  de  cé- 
lulas embrionarias  que  no  permiten  distinguir  claramente  los  folículos  cerrados  de 
los  que  algunos  están  separados  de  su  cavidad  y medio  destruidos  otros  que  por 
completo  han  desaparecido,  dejan  ver  un  hueco;  las  glándulas  en  tubo  afectadas 
de  lo  mismo,  están  separadas  unas  de  otras  por  el  mismo  tejido  inflamatorio,  algu- 
nas deformadas  y distendidas  por  el  mucus  que  contienen. 

Histológicamente  es  una  apendicitis  folicular  francamente  crónica. 

Rlama  la  atención  que  en  los  cortes  de  las  diferentes  porciones  del  apéndice 
se  encuentren  las  mismas  lesiones. 

OBSERVACION  IV 

Examen  macroscópico. — Apéndice  abierto  por  el  cirujano;  su  extremidad 
libre  parece  á simple  vista  rota  ó perforada;  cerca  de  su  punto  de  inserción  se  ve 
algo  qne  parece  una  placa  inflamatoria.  El  meso-apéndice  conservado  todo  y al 
parecer  invadido  de  grasa. 

Examen  microscópico. — Hacia  la  porción  superior,  la  serosa  muy  gruesa 
y densa,  ofrece  desgarraduras  en  algunos  puntos;  la  musculosa  normal;  la  submu- 
cosa muy  gruesa  ocupando  la  mayor  parte  del  corte,  con  vasos  gruesos  llenos  de 
sangre,  borrada  la  trama  adenoidea  propia  de  la  región,  y con  verdaderos  peloto- 
nes aislados  de  células  embrionarias  inflamatorias. 

En  la  mucosa  se  notan  borrosos  los  folículos  cerrados  y desgarrados  algu- 
nos, habiéndose  conservado  muchas  glándulas  en  tubo  en  algunos  lugares  y en 
otros  destruidas  y ulceradas. 

Hacia  el  medio  el  apéndice  aparece  normal;  sólo  el  meso-apéndice  infiltra- 
do de  grasa  con  vasos  de  paredes  muy  gruesas,  resto  quizás  de  antiguo  brote. 

En  la  parte  inferior  lo  mismo  que  el  anterior. 

OBSERVACION  V 

Examen  macroscópico. — Han  abierto  el  apéndice  en  toda  su  extensión 
para  explorarlo.  En  su  parte  media  se  nota  como  un  foco  inflamatorio  que  afecta 
lo  mismo  la  cara  serosa  que  la  mucosa:  la  pared  en  este  punto  es  más  delgada,  es 
decir,  tiene  menos  espesor  que  el  resto  del  órgano. 

Examen  microscópico. — Por  debajo  del  foco  inflamatorio.  En  este  punto 
el  apéndice  está  completo,  es  decir,  que  se  pueden  ver  las  cuatro  túnicas  de  que 
está  constituido.  La  serosa  y las  musculares  presentan  poco  de  anormal.  En  la 
celulosa  se  perciben  trastornos  tales  como  disminución  de  su  tejido  adenoideo  con- 
densado  por  la  invasión  conjuntiva;  congestión  enorme  de  sus  múltiples  vasos  que 
están  distendidos  y llenos  de  sangre;  abundante  proliferación  de  células  embriona- 
rias que  parten  de  los  folículos  cerrados  afectados  de  la  misma  lesión;  las  glándu- 
las en  tubo  de  Lieberkuhn,  unas  están  bien  conservadas,  otras  presentau  en  los 
intersticios  la  misma  proliferación  embrionaria,  otras  están  distendidas,  llenas  de 
mucus  y otras  disecadas  ó separadas  por  su  base. 

En  la  placa  inflamatoria,  la  serosa  está  ulcerada  y destruida,  con  girones 
desprendidos  y escavaciones  que  llegan  á la  porción  musculosa  donde  muchos  ha- 
ces de  fibras  longitudinales  se  encuentran  disociadas  y sueltas;  borrada  en  algunas 
partes  la  trama  adenoidea  de  la  porción  submucosa  y su  sistema  vascular  congestio- 
nado. Se  notan  en  la  mucosa  algunos  folículos  cerrados  enormes,  otros  medio  des- 
truidos, ulcerados,  con  aglomeración  de  su  tejido  en  el  centro  y separado  de  su 
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estroma.  Las  glándulas  de  Lieberkhuhn  conservadas  en  algunos  puntos,  en  otros 
faltan  por  destrucción  de  su  porción  pedestal. 

Por  encima  de  la  placa  inflamatoria,  se  conserva  la  serosa;  pero  la  mucosa 
ofrece  las  mismas  lesiones. 

De  lo  que  antecede  se  deduce  una  apendicitis  crónica  folicular  pareciendo 
inminente  una  perforación. 

OBSERVACION  VI 

Examen  macroscópico. — Apéndice  entero,  sin  perforación,  la  extremidad 
libre  más  gruesa  que  el  resto  del  órgano,  el  cual  está  encorvado  en  su  cuarto  supe- 
rior, notándose  como  dilatado  en  este  punto  y con  un  foco  al  parecer  inflamatorio 
que  se  limita  bien  en  la  porción  convexa  de  la  encorvadura. 

Tiene  cinco  centímetros  al  salir  del  alcohol.  En  la  parte  encorvada  se  notó, 
al  cortar  la  pieza,  para  ponerla  á endurar,  que  la  pared  está  tan  sumamente  delgada 
en  un  punto  de  ella,  que  parece  que  se  fraguaba  allí  la  perforación. 

Examen  microscópico. — Técnica:  Fijación  é induración  por  los  alcoholes- 
inclusión  en  colodion-cortes  al  microtomo  de  Junck-y  coloration  por  la  hematoxi- 
lina,  por  la  triple  de  Erlich  Biondi  y por  la  coloración  de  Vaus  Gieson. 

Por  encima  de  la  encorvadura.  En  este  punto  la  preparación  no  revela  gran- 
des lesiones,  únicamente  se  notan  algunos  folículos  cerrados  que  conservan  hue- 
llas de  antiguas  inflamaciones  que  han  sanado  dejando  pequeñas  placas  de 
esclerosis. 

En  la  parte  encorvada.  Aquí  se  notan  señales  de  inflamación  aguda. 

La  lesión  ha  ganado  más  terreno  toda  vez  que  la  musculosa  y la  mucosa 
también  invadidas,  tienen  puntos  de  intensa  inflamación  con  destrucción  de  algu- 
nos folículos  cerrados.  Faltan  muchas  glándulas  de  Lieberkuhn  y las  que  existen 
están  socavadas  por  su  base  é inflamado  el  tejido  conjuntivo  interglandular. 

En  un  punto  del  corte  se  nota  que  la  pared  apendicular  está  formada  sola- 
mente por  la  serosa  y una  pequeña  porción  de  la  túnica  musculosa,  faltando  una 
parte  de  ésta  y toda  la  celulosa  y mucosa;  de  ahí  el  aspecto  de  extrema  delgadez 
que  se  notó  á simple  vista  al  cortar  para  indurar. 

Por  debajo  de  la  encorvadura  las  mismas  lesiones,  pero  en  mucho  menor  gra- 
do. Se  vuelve  á notar  aquí  más  marcadamente  que  por  encima  de  la  encorvadura, 
los  vestigios  de  antigua  inflamación  folicular. 

OBSERVACION  VII 

Examen  macroscópico. — El  apéndice  está  abierto  en  toda  su  extensión, 
sin  duda  con  objeto  de  examinarlo.  Tiene  un  meso  grueso  y grasoso.  Se  nota  en  la 
unión  de  sus  dos  tercios  inferiores  con  el  superior,  y en  uno  de  sus  bordes,  una 
hendidura  que  en  la  parte  céntrica  del  órgano,  ocupa  todo  el  ancho  de  la  pieza. 

Examen  microscópico. — La  misma  técnica. 

Corte  en  SENTIDO  eongitudinae. — Los  folículos  cerrados  están  borrosos, 
algunos  fondos  de  saco  de  las  glándulas  de  Lieberkuhn  disecados  y separados  de  su 
asiento. 

En  el  corte  de  través,  se  nota  que  la  principal  lesión  está  en  la  porción  mu- 
cosa y en  la  celulosa. 

La  mucosa  como  en  todas  las  apendicitis,  sufre  principalmente.  No  se  ven 
bien  aislados  la  mayor  parte  de  los  folículos  cerrados  y los  que  lo  están  aparecen 
rotos,  semidestruídos,  con  aglomeración  de  su  sustancia  propia  en  un  punto  dado 
de  la  periferia,  dejando  un  espacio  claro  en  el  resto  del  mismo.  La  túnica  celulosa, 
es  muy  gruesa,  conserva  bastante  bien  su  constitución  adenoidea,  pero  presenta 
grandes  vacuolos  en  algunos  puntos  y en  otros  aglomeraciones  de  un  tejido  extra- 
ño, de  estructura  fibrosa. 

Llama  la  atención  no  haber  encontrado  grandes  focos  inflamatorios  de  células 
embrionarias,  características  del  brote  agudo  que  sufrió  la  paciente. 

OBSERVACION  VIII 

Examen  macroscópico. — Parece  un  fragmento  de  apéndice,  de  3 yí  centí- 
metros de  largo  al  salir  del  alcohol.  Una  gran  parte  de  su  pared  está  destruida  y 
ulcerada  también  su  extremidad  libre  que  conserva  un  conducto  capilar. 
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Examen  microscópico. — Hacia  su  extremidad  libre.  El  órgano  está  entero, 
el  meso  más  abundante  de  tejido  conjuntivo  que  en  lo  normal,  ha  perdido  en  gran 
parte  las  mallas  propias  de  la  región : vasos  arteriales  con  paredes  gruesas  y desca- 
mación de  su  endotelio,  venas  distendidas,  llenas  de  sangre;  células  inflamatorias 
embrionarias  rodean  estos  vasos. 

Túnica  serosa  engrosada,  con  infiltración  inflamatoria  extensa  en  algunos 
puntos  y en  otros  ulcerada. 

Túnica  musculosa  casi  nula,  apenas  se  perciben  algunas  fibras  longitudina- 
les y circulares. 

Túnica  celulosa  ocupando  casi  toda  la  extensión  del  corte,  con  tejido  conec- 
tivo denso,  sembrado  de  grandes  focos  inflamatorios:  la  mucosa  nula,  no  se  ve 
glándula  ni  folículo  alguno.  La  luz  del  conducto  está  casi  borrada  afectando  la  for- 
ma estrellada. 

Hacia  la  parte  perforada.  No  hay  vestigios  del  meso,  que  probablemente  se 
fundió  por  la  supuración.  La  enorme  destrucción  del  órgano  en  este  punto,  alcan- 
za las  dos  terceras  partes  de  la  pared  apendicular,  que  ofrece  para  su  examen,  una 
túnica  serosa  inflamada  con  vasos  repletos  de  sangre  que  infiltra  toda  la  pared ; 
una  túnica  musculosa  que  afectada  de  las  mismas  lesiones  deja  ver  fibras  muscula- 
res lisas  disociadas  ó sueltas;  una  túnica  mucosa  ulcerada  y destruida  donde  no  se 
han  conservado  glándulas  ni  folículos. 

Histológicamente  es  una  apendicitis  gangrenosa  ó necrosante,  tipo  que  Pi- 
lliet  cree  que  es  el  que  se  aleja  más  del  folicular.  En  este  caso  parece  que  varias 
túnicas  han  sido  invadidas  al  mismo  tiempo. 

OBSERVACION  IX 

Examen  macroscópico. — Un  apéndice  largo  y torcido  sobre  sí  mismo  á 
modo  de  tirabuzón. 

Conserva  algo  del  meso-apéndice  que  está  apelotonado  y adherido  única- 
mente en  la  parte  superior. 

Examen  microscópico. — Se  dan  cortes  por  la  parte  superior  inmediata  á su 
inserción  en  el  ciego;  algo  más  hacia  abajo  en  dos  puntos  distintos. 

En  la  parte  superior  inmediata  al  ciego,  se  ve  el  corte  completo  revelando  su 
estructura  normal;  únicamente  la  mucosa  está  ligeramente  invadida  por  una  dis- 
creta proliferación  embrionaria.  Los  folículos  cerrados  bien  aislados  y las  glándulas 
en  tubo  claras  y distintas  están  bien  conservadas. 

No  sucede  lo  mismo  un  poco  más  inferiormente,  donde  ya  la  luz  del  apén- 
dice está  bastante  disminuida  por  un  exudado  inflamatorio  que  disocia  y separa  las 
glándulas  de  Lieberkuhn  y borra  los  folículos  cerrados  extendiéndose  y difundién- 
dose por  las  otras  capas  de  la  pared. 

Más  inferiormente  todavía,  ya  el  apéndice  aparece  completamente  cegado 
por  el  exudado  de  que  antes  se  habló  y que  obtura  por  completo  la  luz  del  órgano; 
ha  apretado  y comprimido  completamente  las  glándulas  de  Liberkhun  y borrado 
de  tal  modo  los  folículos  cerrados,  que  no  se  encuentran  vestigios  de  ellos. 

Este  exudado  que  se  ha  coagulado  formando  una  masa  sólida,  comprime  las 
restantes  túnicas  del  apéndice  contra  la  serosa,  que  aparece  gruesa  y con  vasos  lle- 
nos de  sangre.  Dicho  exudado  tiene  un  aspecto  sombrío  hacia  el  centro,  haciéndose 
vitroso  á medida  que  va  ganando  las  túnicas  más  externas. 

Se  colorean  algunos  cortes  por  el  método  de  Erlich  Biondi  y se  decoloran 
por  el  alcohol  absoluto  revelando  grandes  zoogleas  de  estafilococus  diseminados 
por  distintos  puntos  de  la  preparación. 
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NOTAS  SOBRE  LA  APENDICITIS  EN  CUBA 


POR  EL 

t)-R.  JULIO  A.  ORTIZ-CAN  O 

(HABANA,  cuba) 

Desde  que  los  trabajos  de  Fitz,  de  Boston;  de  Bull  y 
Mac  Burney,  de  New  York,  revelaron  al  mundo  médico  que 
es  en  el  apéndice  ileo-cecal,  y no  en  el  ciego,  donde  siempre 
se  bailan  las  lesiones  que  dan  origen  al  cuadro  sintomático 
de  la  tiflitis  de  Albers,  un  sin  número  de  publicaciones  y no- 
tables discusiones  sostenidas  en  las  corporaciones  científicas 
de  uno  y otro  lado  del  Atlántico,  reivindicaron  la  apendicitis 
de  Melier,  haciéndola  ocupar  el  lugar  que  por  su  importan- 
cia le  corresponde  en  la  nosología. 

En  Cuba,  hasta  hace  dos  años,  se  habían  diagnosticado 
casos  de  apendicitis;  pero  sólo  se  había  intervenido  para  eva- 
cuar algunas  colecciones  purulentas  de  la  fosa  iliaca.  Des- 
pués de  mis  primeras  apendicectomías  y de  mis  comunica- 
ciones á la  Sociedad  de  Estudios  Clínicos  á principios  del  99, 
un  gran  número  de  operaciones,  practicadas  por  otros  ciruja- 
nos, é infinidad  de  observaciones  médicas,  evidenciaron  que 
aquí  las  inflamaciones  del  apéndice  son  relativamente  más 
frecuentes  que  en  Norte  América  y Europa,  habiendo  pasa- 
do durante  mucho  tiempo  desapercibidas. 

Terminada  nuestra  guerra  de  Independencia,  que  dis- 
gregó el  cuerpo  médico  cubano,  y reunidos  ya  con  la  calma 
de  espíritu  necesaria  para  abordar  las  cuestiones  científicas, 
se  le  ha  consagrado  á la  apendicitis  tan  gran  solicitud,  que 
hoy  nos  es  perfectamente  conocida  y sobre  ella  hemos  reco- 
gido aquí  interesantes  observaciones. 


Durante  estos  dos  últimos  años  he  tratado  cincuenta  y 
nueve  (59)  casos  de  apendicitis,  pudiendo  esta  cifra  demos- 
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trar  por  si  sola  lo  frecuente  que  es  en  Cuba  esa  afección, 
pues  hay  que  tener  en  cuenta  que  esos  enfermos  son  de  mi 
clientela  particular  y que,  como  que  antes  del  viaje  que  hice 
á París  al  terminar  mis  estudios  no  había  ejercido,  el  círculo 
donde  he  recogido  mis  observaciones  es  muy  limitado.  Esa 
frecuencia  con  que  aquí  se  padece  la  apendicitis,  me  la  he 
explicado  fácilmente  al  considerar  el  crecido  número  de  ar- 
tríticos que  hay  entre  los  habitantes  de  Cuba,  pues  es  sabido 
que  el  artritismo  con  su  secuela  de  estreñimiento  habitual, 
dilatación  gástrica,  ataques  de  enteritis  glerosa,  litiasis  in- 
testinal, etc.,  abriga  otras  tantas  causas  predisponentes  para 
la  apendicitis,  como  lo  son  también  el  régimen  de  alimenta- 
ción demasiado  azoado,  tan  generalizado  entre  nosotros,  y lo 
común  de  las  infecciones  intestinales. 

Pienso  que  el  paludismo  no  debe  ser  ajeno  en  algunos 
casos  á las  inflamaciones  del  apéndice,  pues  lie  visto  estallar 
dos  ataques  de  apendicitis  durante  accesos  de  paludismo. 
Apunto  esta  idea  sin  creer  que  hay  que  atribuir  esos  casos 
al  hematozoario  de  La  verán;  pero  sí  á las  complicaciones  in- 
testinales que  el  paludismo  acarrea,  viniendo  á ser  de  esta 
manera  la  apendicitis  una  complicación  de  complicaciones . 

Entre  las  apendicitis  llamadas  de  causa  general , la  grippe 
parece  haber  tenido  aquí  una  marcada  influencia,  pues  el 
mayor  número  de  los  casos  observados  se  ha  presentado 
durante  la  última  epidemia  que  hemos  atravesado  en  el  año 
que  acaba  de  pasar. 


Todas  las  formas  descritas  de  apendicitis  se  han  obser- 
vado ya  en  Cuba,  siendo  la  más  común  la  forma  simple  sin 
reacción  peritoneal.  Esta  forma  de  apendicitis  creo  que  á pe- 
sar de  su  aparente  benignidad  debe  fijar  muy  particularmen- 
te nuestra  atención,  pues  á mi  modo  de  ver  crea,  por  decirlo 
así,  un  estado  de  susceptibilidad  para  que  se  establezca  una 
apendicitis  aguda  ó sobreaguda  durante  el  curso  ó convale- 
cencia de  alguna  enfermedad  aguda  intercurreute  ó por  un  li- 
gero traumatismo,  como  los  que  ocasiona  el  uso  inmoderado 
del  corset,  la  bicicleta,  las  marchas  prolongadas,  etc. 

No  me  parece  que  haya  sido  hasta  ahora  bien  descrita 
la  apendicitis  simple.  En  los  casos  observados  por  mí,  el  dolor 
ha  sido  el  único  síntoma  apreciable,  por  eso  se  le  ha  llamado 
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cólico  apendicular , denominación  bastante  exacta,  si  con  ella 
sólo  se  quiere  designar  una  manera  especial  de  sufrir  del  in- 
testino, pero  creo  que  mejor  conviene  llamarle  apendicalgia , 
nombre  que  no  envuelve  otra  idea  que  no  sea  la  de  dolor  del 
apéndice.  El  dolor  en  la  apendicitis  simple,  se  presenta  gene- 
ralmente en  individuos  habitualmente  estreñidos  en  cualquier 
momento,  durante  el  trabajo  ó durante  el  sueño,  pero  más  á 
menudo  después  de  las  comidas  mientras  se  efectúa  la  diges- 
tión; no  se  inicia  siempre  en  la  región  ceco-apendicular  sino 
alrededor  del  ombligo  ó en  la  fosa  iliaca  izquierda,  pero  bien 
pronto  viene  á fijarse  en  el  punto  de  Mc-Burney;  allí  aumenta 
de  intensidad  y persiste  durante  seis  ó veinticuatro  horas, 
desapareciendo  cuando  el  paciente  efectúa  una  abundante 
deposición  espontánea,  ó provocada  por  algún  purgante  ó 
enema  que  se  administra  el  mismo  enfermo.  Durante  la  crisis 
dolorosa  la  temperatura  no  se  eleva,  ó alguna  vez  el  termómetro 
acusa  un  aumento  de  algunos  decígrados,  el  pulso  permanece 
normal,  no  hay  vómitos  y la  fosa  iliaca,  aunque  dolorosa,  es 
completamente  depresible.  Si  se  opera  durante  la  crisis,  ó 
pocos  días  después  de  haber  pasado,  el  apéndice  se  encuentra 
libre  de  toda  adherencia  patológica,  no  hay  foliculitis;  pero  sí 
una  marcada  congestión  de  la  mucosa;  bastante  á menudo  se 
halla  su  cavidad  llena  por  completo  de  materia  fecal  pastosa. 
Siendo  la  congestión  la  primera  faz  de  la  inflamación,  es  bien 
lógico  suponer  que  las  frecuentes  congestiones  sufridas  por  el 
apéndice,  lo  preparan  para  que  por  cualquiera  de  las  causas  que 
antes  he  señalado,  se  establezca  una  apendicitis  aguda  ó sobre 
aguda. 

La  terapéutica  de  la  apendicitis  ha  pasado  definitiva- 
mente, entre  nosotros,  del  dominio  médico  al  de  la  cirugía; 
pero  no  todos  la  interpretan  de  la  misma  manera.  En  cuanto 
á lo  que  á mí  se  refiere,  entiendo  que  en  el  tratamiento  de  las 
apendicitis  los  medios  llamados  médicos  no  deben  abandonarse, 
á condición  de  que  sea  un  cirujano  el  que  los  emplee,  pues 
éste  puede  esperar  armado  para  intervenir  prontamente  con 
oportunidad.  De  la  oportunidad  depende  el  éxito  de  la  inter- 
vención. 

Por  ligera  que  sea  la  crisis  de  apendicitis,  debe  siempre 
intervenirse  y resecar  el  apéndice  cuando  los  fenómenos  de 
infección  general  hayan  desaparecido  y las  lesiones  locales 
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hayan  perdido  toda  virulencia,  es  decir,  á frío.  Pero  para  lle- 
gar á realizar  esa  operación  ideal,  el  cirujano  debe  esforzarse 
para  instituir  desde  los  primeros  momentos  el  tratamiento 
médico  en  todo  su  rigor,  siendo  éste  el  reposo,  la  dieta  abso- 
luta, el  opio  al  interior  y el  hielo  al  exterior,  colocado  en  bol- 
sas de  goma  muy  ligeras  que  cubran  todo  el  vientre. 

Durante  la  crisis  debe  sólo  intervenirse  por  el  mal  esta- 
do del  pulso  (rápido,  no  en  relación  con  la  temperatura)  y 
también  si  el  enfermo  hace  mala  impresión . Esta  indicación, 
como  ha  dicho  Roux  en  el  XIII  Congreso  Internacional  de 
Medicina,  (París,  1900)  es,  para  aquellos  que  han  visto  muchas 
apendicitis,  tan  precisa  como  indefinible. 

Todo  el  mundo  está  conforme  con  respecto  á la  conducta 
que  debe  observarse  en  los  casos  de  supuraciones  circunscritas 
consecutivas  á la  apendicitis:  evacuar  el  pus,  lavar,  resecar  el 
apéndice  si  es  fácilmente  accesible  y drenar  ampliamente. 

En  los  caso  de  peritonitis  generalizada  y de  septicemia 
peritoneal,  la  operación  es  el  único  recurso  que  ofrece  alguna 
esperanza  de  salud  para  el  enfermo  y debe  siempre  practicarse. 
Amplia  laparotomía  mediana,  seguida  de  otras  laterales;  re- 
sección del  apéndice,  si  fuere  posible;  gran  lavado  del  peri- 
toneo con  agua  oxigenada  y suero  artificial,  varias  mechas  de 
gasa  iodoformada  y tubos  de  dren  age;  ligero  apósito  de  gasa 
y hielo  sobre  el  vientre;  en  fin,  inyecciones  masivas  de  suero 
artificial  (de  tres  á cuatro  litros  en  24  horas),  es  todo  cuanto 
puede  hacerse  en  esos  casos,  casi  siempre  mortales. 

En  la  apendicitis  simple  sin  reacción  peritoneal,  si  resul- 
tasen infructuosos  los  medios  médicos  é higiénicos  para  com- 
batir la  constipación  y regularizar  la  función  intestinal,  no 
debe  dudarse,  si  las  crisis  dolorosas  se  repitiesen,  en  resecar 
el  apéndice  á fin  de  evitar  las  crisis  graves  que  pudieran 
sobrevenir. 


Estas  notas  de  carácter  clínico  que  acabo  de  comunicaros, 
me  las  ha  inspirado  la  observación  atenta,  no  sólo  de  los  casos 
tratados  por  mí,  sino  también  de  aquellos  casos  que  he  visto 
en  consulta  y del  estudio  de  observaciones  de  otros  compa- 
ñeros. 

El  resultado  obtenido  en  los  casos  que  yo  he  tratado  ha 
sido  el  siguiente: 
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Apendicitis  simple  sin  reacción  peritoneal 

Apendicitis  crónica  de  recaídas 

Apendicitis  aguda  con  peritonitis  supurada  enquistada.... 
Apendicitis  de  origen  traumático  con  peritonitis  plástica.. 
Apendicitis  sobre  aguda  perforante,  con  peritonitis  séptica 

Totai^ks. 
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Debo  agregar  á los  46  casos  que  figuran  en  este  cuadro, 
dos  casos  de  apendicitis  crónica  que  traté  durante  la  crisis  y 
qne  fueron  después  operados  á frío,  uno  por  el  Dr.  I.  Plasen- 
cia,  (C.  M.)  y otro  por  el  Dr.  R.  Menocal,  (A.  M.)  habiendo 
curado  los  dos.  Siete  casos  de  apendicitis  simple  sin  reacción 
peritoneal,  en  los  que  por  la  frecuencia  y tenacidad  de  las  crisis 
indiqué  la  operación.  Uno  (Dr.  E.)  murió  en  el  campo,  de 
apendicitis , y los  otros  seis  los  he  perdido  de  vista. 

Cuatro  casos  de  apendicitis  crónica  de  recaídas  en  los  que 
indiqué  la  intervención,  pero  qne  no  he  podido  saber  si  han 
sido  operados. 

Los  casos  de  muerte  que  he  tenido  han  sido:  nn  hombre 
(A.  L.),  de  34  años,  á quien  veo  por  primera  vez  con  un  ataque 
de  apendicitis  aguda  é indico  la  operación  al  tercer  día;  no  la 
aceptó  y muere  á los  seis  días  con  fenómenos  piohémicos. 
Otro  caso:  una  mnjer  (T.  V.),  de  22  años,  á la  que  veo  á las 
doce  horas  de  haberse  iniciado  un  ataque  de  apendicitis,  diag- 
nostico peritonitis  séptica  de  origen  apendicular  y la  opero 
tina  hora  después;  la  operación  confirma  el  diagnóstico, 
hallándose  el  apéndice  perforado;  muere  á los  cincuenta  y dos 
días  de  haberse  enfermado. 

Los  casos  curados  han  sido  44:  veintitrés  de  apendicitis 
simple;  de  éstos,  veinte  curaron  con  el  tratamiento  médico  é 
higiénico  y los  otros  tres  los  operé  por  la  tenacidad  y frecuen- 
cia de  las  crisis.  Habiendo  indicado  la  apendicectomía  á frío 
en  diecisiete  casos  de  apendicitis  crónica,  he  operado  trece 
y en  realidad  debo  considerar  como  dudosos  los  otros  cuatro 
casos  que  no  he  operado  todavía,  pues  aun  no  ha  transcurrido 
bastante  tiempo  para  que  pueda  creerse  que  se  encuentran 
libres  de  recaídas.  En  tres  casos  de  apendicitis  supurada,  des- 
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pués  de  evacuar  la  colección,  resequé  el  apéndice,  y en  uno 
que  no  pude  hacerlo  curó  como  los  otros,  sin  complicación. 
Un  caso  de  apendicitis  traumática  con  peritonitis  plástica  que 
dio  origen  á fenómenos  de  obstrucción  intestinal  y que  al 
intervenir  tuve  que  resecar  una  gran  banda  epiploica  adlie- 
rente  al  ciego  y una  fuerte  brida  fibrosa,  hallando  el  apén- 
dice envuelto  entre  gran  número  de  adherencias  y pegado  á 
la  fosa  iliaca,  no  juzgué  oportuno  forzar  las  adherencias  y no 
resequé  el  apéndice,  contentándome  con  librar  al  ciego  y al 
colon  de  algunas  bridas  que  los  mantenían  en  posición  viciosa. 


Sin  pretender  dar  á conocer  una  técnica  nueva,  hoy  que 
cada  cirujano  sigue  una  distinta,  llegándose  á hacer  por 
algunos  de  la  resección  del  apéndice  una  operación  muy  com- 
plicada, me  parece  oportuno  señalar  la  manera  cómo  he  pro- 
cedido al  operar  mis  casos. 

En  los  casos  de  apendicitis  aguda,  cuando  he  intervenido, 
no  me  he  preocupado  del  lugar  de  la  incisión,  pues  siempre 
la  he  practicado  en  donde  me  ha  parecido  que  se  hallaba  la 
colección  ó el  máximum  de  las  lesiones,  donde  se  hacía  más 
evidente  la  colección,  siguiéndola  de  la  piel  al  peritoneo  con 
el  bisturí;  pero  teniendo  siempre  gran  cuidado  al  llegar  á la 
serosa  y evitando  así  herir  el  intestino  que  á menudo  se 
encuentra  adherido  al  peritoneo  parietal.  En  algunos  casos 
favorables,  apenas  el  peritoneo  abierto,  la  colección  se  evacúa 
al  exterior  y el  apéndice  se  presenta  por  si  mismo;  entonces 
nada  hay  más  fácil  que  resecarlo;  pero  en  otras  ocasiones  en 
que  hay  que  buscarlo,  nunca  he  prolongado  mucho  las  ma- 
niobras de  exploración  para  encontrarlo  y me  he  contentado 
con  drenar  ampliamente. 

Cuando  la  peritonitis  está  generalizada  prefiero  desde  el 
principio  la  laparotomía  mediana  sub-umbilical,  á la  que  se 
pueden  agregar  otras  laterales  siguiendo  el  borde  externo  de 
los  músculos  rectos;  la  busca  y resección  del  apéndice,  así 
como  la  conducta  que  debe  seguirse  según  las  lesiones  que  se 
encuentren  en  el  intestino,  nada  puede  reglarlas  y entiendo 
que  debe  sólo  subordinarse  á la  inspiración  del  momento. 

En  los  casos  de  apendicitis  crónica  de  recaídas  que  he 
tratado  por  la  resección  del  apéndice  en  el  intervalo  de  las 
crisis,  he  adoptado  como  incisión  la  de  Roux,  paralela  á la 
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arcada  de  Falopio  y á la  cresta  iliaca;  sólo  una  vez  he  tenido 
que  darle  una  extensión  mayor  de  6 centímetros,  en  una  joven 
de  vientre  graso  y en  que  la  busca  del  apéndice  ofreció  gran- 
des dificultades;  en  los  demás  casos  la  incisión  ha  sido  siempre 
de  6 centímetros  ó menos,  y valiéndome  de  la  maniobra  de 
Elliot  que  toma  como  punto  de  reparo  para  encontrar  el 
apéndice  la  bandeleta  longitudinal  anterior  de  colon,  me  ha 
sido  siempre  fácil  hallarlo,  aun  oculto  entre  adherencias;  en 
un  caso  en  que  no  juzgué  prudente  forzar  las  adherencias 
pude  darme  perfecta  cuenta  de  su  situación. 

Para  resecar  el  apéndice  nunca  he  hecho  otra  cosa  que 
ligar  con  seda  el  meso  apéndice,  teniendo  cuidado  de  com- 
prender bien  en  la  ligadura  la  arteria  apendicular  y después, 
también  con  seda,  echar  una  ligadura  precisamente  en  la  base 
del  apéndice  y colocando  una  pinza  de  forci-presión  á un  centí- 
metro de  la  ligadura  he  practicado  la  sección  al  ras  de  la  pinza; 
con  una  pequeña  cucharilla  cortante  destruyo  la  mucosa  del 
muñón  apendicular,  cauterizo  la  cavidad  que  resulta  con  clo- 
ruro de  zinc  al  10%,  ó la  toco  ligeramente  con  la  punta  del 
termo-cauterio,  terminando  la  operación  con  tres  planos  de 
sutura,  los  dos  profundos  con  catgut,  y el  de  la  piel  con  crin  de 
Florencia.  De  esta  manera  la  apendicectomía  es  como  debe 
ser:  una  operación  sencilla,  al  alcance  de  cualquier  cirujano, 
que  puede  practicarse  en  cualquier  pueblo  de  campo,  y que 
en  la  inmensa  mayoría  de  las  veces  se  termina  en  cinco  ú ocho 
minutos. 


ON  CASO  DE  BflSIOTRIPSIfl  QUE  IMPONE  UNA  CONDUCIA  ESPECIAL 


POR  EL 

DH.  EUSEBIO  HE-R/NA/NDEZ 

(habana,  cuba) 


Bn  el  mes  de  Febrero  de  1894,  fuimos  llamados  por  el 
Dr.  Laguardia  (Vicente)  para  ver  en  consulta  una  pobre  mu- 
jer que  tenía  dos  ó tres  días  de  parto,  en  las  peores  condicio- 
nes de  miseria  y de  antisepsia,  tal  como  él  la  encontró  durante 
la  primer  visita. 

De  unos  treinta  años  de  edad,  de  la  raza  de  color,  en  cin- 
ta por  la  8^  vez.  El  útero  voluminoso  y duro,  bacía  imposible 
la  palpación  fructuosa.  Auscultación  nula.  Su  estado  general 
era  grave:  fiebre  de  40°,  pulso  pequeño  y muy  frecuente,  es- 
tado semi-comatoso,  lengua  ancha,  áspera  y seca. 

Antecedentes  personales  y de  familia  sin  importancia; 
ella  una  mujer  robusta. 

Tacto:  presentación  de  vértice  encajado,  posición  O.  I.  I. 
P.,  dilatación  de  cuatro  centímetros,  bordes  del  orificio  gruesos, 
semejantes  al  cuero  hervido  hacía  dos  días;  rigidez  anatómica, 
membranas  rotas  prematuramente;  por  la  vulva  se  escapaba 
un  líquido  sanioso,  mezcla  de  líquido  amniótico,  meconio  y 
sangre  de  flictenas  de  maceración.  La  cabeza  dura  conservaba 
su  consistencia. 

En  la  imposibilidad  de  aplicar  un  globo dilatador,  yante 
la  necesidad  de  desembarazar  á la  paciente  del  contenido  ute- 
rino infecto,  resolvimos  hacer  una  basiotripsia,  no  obstante  la 
pequeñez  de  la  dilatación.  Dispuesto  el  basiotribo  Tarnier 
primer  modelo,  perforamos  el  cráneo  previo  cloroformo.  El 
Dr.  Ernesto  de  Aragón  mantuvo  el  perforador  después  de 
asegurarnos  de  la  variedad  posterior  de  la  posición  I.,  apli- 
camos con  alguna  dificultad  la  rama  pequeña  sobre  el  occi- 
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pucio  hacia  la  sínfisis  sacro-iliaca:  realizamos  con  facilidad 
el  pequeño  trituramiento. 

La  introducción  de  la  rama  derecha  del  basiotribo  no 
fuá  posible,  el  orificio  no  cedía;  intentamos  un  movimien- 
to de  rotación  total  con  la  rama  pequeña  y el  perforador  ar- 
ticulaba sin  éxito.  ¿Cómo  terminar  la  operación?  Mien- 
tras nos  traían  pinzas  fuertes  para  la  extracción  de  los 
huesos  del  cráneo,  y tijeras  apropósito  para  cortar  el  cuero 
cabelludo  como  hubiera  lugar,  se  nos  ocurrió  desarticular  la 
rama  pequeña,  volver  hacia  bajo  la  cara  superior  del  perfo- 
rador y previo  intento  de  transformación  de  la  variedad  pos- 
terior en  transversal  de  la  posición  izquierda  por  medio  del 
perforador;  colocamos  á la  derecha  la  rama  izquierda  cogida 
con  la  mano  derecha,  y guiada  con  la  izquierda,  ó mejor  di- 
cho, con  los  dedos  de  dicha  mano. 

La  introducción  fue  lenta,  procurando  dirigir  la  punta 
de  la  cuchara  contra  la  cabeza  para  no  herir  la  pared  uterina, 
al  fin  logramos  colocarla,  descruzamos  las  ramas  y articula- 
mos al  revés,  esto  es,  por  debajo  del  perforador  y con  el  tor- 
nillo de  trituración  efectuamos  la  mayor. 

La  presa  fué  buena  y segura.  Debo  advertir  que  mi  ba- 
siotribo, aunque  es  el  primer  modelo  de  Tarnier,  está  provis- 
to de  un  capuchón  especial  hecho  por  Collin  por  indicación 
nuestra,  lo  que  hace  que  aproxime  el  extremo  del  perforador 
á la  cara  interna  de  la  cuchara,  lo  que  da  á nuestro  instru- 
mento las  ventajas  del  modelo  de  Bar,  sin  sus  inconvenientes. 

La  extracción  muy  lenta  no  impidió  que  los  bordes  del 
orificio  uterino  aparecieran  en  la  vulva,  en  cuyo  sitio  hici- 
mos la  reducción  y acabamos  la  dilatación  del  cuello  sobre 
la  cabeza  y los  hombros  cómodamente. 

El  alumbramiento  terminó  por  la  expulsión  espontánea 
de  la  placenta  fuera  del  útero  á la  vagina,  de  donde  la  retira- 
mos al  cuarto  de  hora  de  la  extracción  del  feto. 

Después  de  asegurarnos  con  la  mano  introducida  dentro 
de  la  cavidad  uterina  de  que  no  había  rotura  de  la  matriz, 
la  dejamos  dentro  y lavamos  como  quien  lava  una  cacerola 
mediante  una  porción  de  litros  de  agua  fenicada  débil;  segui- 
damente y sin  retirar  la  mano,  el  Dr.  Aragón  sustituyó  al 
ácido  fénico  la  solución  de  bicloruro  de  mercurio  al  1 por 
4,000  (algunos  litros),  y finalmente  una  solución  de  naftol  B. 
á saturación. 
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Retirada  la  mano,  bien  desinfectada  la  vagina,  la  vulva 
y el  periné,  rellenamos  la  cavidad  uterina  con  gasa  iodo- 
formada. 

La  expulsión  de  la  masa  encefálica  despedía  un  olor  pu- 
trefacto tan  intenso,  que  era  intolerable. 

La  operación  empezó  á las  seis  de  la  tarde,  y terminó  á 
las  nueve  próximamente  de  la  noche. 

A -las  doce  de  la  misma,  la  temperatura  había  descendi- 
do casi  á la  normal.  Se  le  habían  dado  á tomar  pequeñas 
cantidades  de  alcohol. 

Al  siguiente  día  la  temperatura  M.  37-9. — P.  112. — 
Tercer  día  M.  38j¿— P.  114.— Por  la  tarde  T.  39.— P.  120. 

Citamos  al  Dr.  Laguardia  y á los  ayudantes  para  las 
diez  de  la  noche:  si  la  temperatura  seguía  subiendo,  nos  dis- 
poníamos á practicar  la  estirpación  total  del  útero  por  la  vía 
abdominal.  La  temperatura,  al  contrario,  descendió.  Al  si- 
guiente día  T.  38^. — P.  106. 

Retiramos  la  gasa  de  la  vagina  y de  la  vulva,  y el  espé- 
culo puso  á la  vista  varias  placas  difteroideas,  que  raspamos 
con  la  cureta,  y,  cauterizamos  con  titura  de  iodo,  colocando 
de  nuevo  gasa  iodoform ada. 

Al  siguiente  día,  4?  de  la  operación,  retiramos  la  gasa 
intra-uterina,  y lavamos  la  vagina  con  solución  de  sublimado 
al  1 por  4.000. 

La  temperatura  descendió  progresivamente  hasta  que- 
dar alrededor  de  37°  en  el  espacio  de  una  semana. 

Al  interior  alcohol,  quinina,  leche,  poción  Jaccoud,  etc. 

A los  25  días  abandonó  la  cama  aún  debilitada,  y alcan- 
zó su  completo  restablecimiento  al  mes  y medio  de  la  ope- 
ración. 

Esta  observación  prueba  que  con  una  dilatación  inferior 
á una  pequeña  palma  de  mano,  puede  aplicarse  el  basiotribo 
en  casos  extremos,  en  que  es  imposible  aumentarla  con  el  di- 
latador  de  Tarnier,  poco  eficaz  en  general  ó con  algún  globo 
por  no  poderlo  colocar. 

Que  con  una  sola  rama,  con  la  pequeña,  volviendo  el 
perforador  cara  superior  abajo,  se  pueda  triturar  el  lado  de- 
recho de  la  cabeza,  después  de  haber  triturado  el  lado  izquier- 
do de  la  base  del  cráneo. 

Que  la  cabeza  obra  como  agente  dilatador  de  dentro  á 
fuera  aun  en  cuellos  de  rigidez  al  parecer  invencible. 
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Que  las  ramas  se  pueden  colocar  sin  herir  la  matriz  con 
un  poco  de  paciencia,  dirigiendo  la  cuchara  hacia  atrás  ó 
hacia  delante  (sínfisis  sacro-iliaca  ó eminencia  ileo-pectinea) 
ó transversalmente,  según  lo  exija  la  orientación  de  la  cabe- 
za, de  antemano  bien  conocida  por  la  precisión  del  diagnós- 
tico. 

Que  en  virtud  de  lo  expuesto,  puede  considerarse  este 
caso  como  una  de  las  indicaciones  de  la  basiotripsia,  siempre 
que  se  opere  con  el  primer  modelo  Tarnier  adicionado  del 
pequeño  capuchón  que  nosotros  hicimos  fabricar  por  Collin, 
sin  ningún  propósito  de  reforma  del  instrumento,  sino  como 
una  consecuencia  de  la  reforma  no  muy  feliz  de  Bar  y Tar- 
nier. 


LIGERAS  CONSIDERACIONES 
ACERCA  DEL  TRATAMIENTO  DEL  CANCER  UTERINO 
DICHO  INOPERABLE 

POR  EL 

•DH.  •RICA'R'DO  SUAREZ  GAMBOA 

(de  México) 

Corno  quiera  que  se  considere  el  tratamiento  general  del 
cáncer,  hállese  éste  colocado  en  la  matriz,  en  la  laringe,  en 
el  cerebro  ó en  cualquier  otro  órgano,  hay  siempre  que  con- 
venir en  que  debe  clasificarse  en  dos  grandes  agrupaciones 
que  son: 

Primera:  Tratamiento  curativo  ó radical;  y 

Segunda:  Tratamiento  sintomático  ó paliativo. 

En  la  primera,  en  el  tratamiento  radical,  existe  constan- 
tantemente  imbíbita  la  idea  de  una  mutilación  y de  una  mu- 
tilación grave:  la  intensidad  de  ella,  su  oportunidad  y sus 
íesultados  estadísticos,  han  sido  juzgados  ya.  En  el  Congreso 
de  Agosto,  fue  el  tema  de  brillantes  y fructuosas  discusiones; 
eii  mi  libro  La  Histerectumm , he  tenido  oportunidad  de  emi- 
tir todas  mis  ideas. 

El  último  acuerdo  parece  unánime:  ES  preciso  operar 
PRONTO  Y BIEN. 

De  ninguna  manera  está  en  mi  ánimo  revivir  esta  cues- 
tión. Nada  nuevo  tendría  que  decir.  Que  es  el  tratamiento  de 
elección  para  el  cáncer  uterino,  como  para  toáoslos  cánceres, 
tampoco  tengo  que  declararlo:  eso  está  escrito  en  todos  los 
libros  y mejor  aun  que  en  los  libros  lo  tenemos  todos  impre- 
so en  nuestra  imaginación. 

Tampoco  entrañaría  novedad  alguna  pretender  recordar 
que  si  la  aspiración  lógica  de  todos  nosotros  es  curar  radical- 
mente el  cáncer,  la  clínica,  con  increíble  rudeza,  nos  ha  ense- 
ñado á qué  atenernos  sobre  este  particular. 

TOMO  II  q 
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Pero  también  es  un  hecho  que  la  base  del  tratamiento 
radical  del  cáncer  uterino,  es  la  operabilidad  de  los  casos  en 
cuestión. 

La  palabra  operabilidad,  aunque  parece  dotada  de  un 
sentido  meramente  práctico,  es  decir,  mecánico,  en  la  Tera- 
péutica de  los  neoplasmas  malignos  tiene  latente  la  idea  de 
curabilidad.  Para  que  un  tumor  sea  operable,  no  basta  que 
sea  de  extirpación  posible,  sino  que  esta  extirpación  se  acom- 
pañe de  grandes  presunciones  de  curación. 

Cuando  estas  presunciones  de  curabilidad  faltan,  aunque 
un  tumor  sea  susceptible  de  ser  destruido  ó resecado  con  más 
ó menos  facilidad,  se  declara  ese  tumor  clínicamente  inope- 
rable. 

Es  preciso  no  olvidar  en  ningún  momento  de  nuestra 
vida,  que  la  misión  de  un  cirujano  no  es  destruir,  sino  curar. 

Desgraciadamente  en  la  Clínica  es  casi  siempre  difícil, 
algunas  veces  imposible,  poder  declarar  la  curabilidad  de  los 
casos  de  cáncer  uterino  observados.  Se  puede  asentar  que 
mujeres  con  cáncer  uterino,  en  condiciones  perfectas  de  cu- 
rabilidad, reuniendo  circunstancias  ideales  verdaderamente, 
en  la  práctica  son  en  lo  absoluto  excepcionales.  Y más  excep- 
cional es  que  mujeres  portadoras  de  cánceres  uterinos  ideal- 
mente operables,  se  sometan  á sufrir  un  tratamiento  cruel, 
que  les  ocasiona  tan  sensibles  pérdidas,  como  la  histerectomía. 
Se  hace  indispensable  una  educación  médica  muy  sólida,  un 
buen  criterio  á toda  prueba,  para  que  una  mujer  se  someta  á 
semejante  operación,  por  un  padecimiento  que  no  le  causa 
molestias,  que  no  le  sangra,  que  no  la  arrastra  á su  pesar  á 
la  cama  de  operaciones. 

Generalmente  las  mujeres  con  cáncer  uterino,  cuando  se 
presentan  en  el  sillón  del  especialista,  su  padecimiento  no  se 
halla  ya  en  esas  circunstancias  ideales  de  curación  á que  he 
aludido  antes.  Las  más  de  las  veces  existe  una  infección  mixta, 
intensa,  del  endometrio;  los  anexos  están  comprometidos,  la 
red  vascular  linfática  peri-uterina  tiene  ya  celdillas  específi- 
cas, el  aparato  ganglionar  ha  sufrido  la  repercusión  del  neo- 
plasma, y no  en  pocas  ocasiones  las  celdillas  emigratrices 
cruzan  ya  la  vagina  y el  piso  de  la  pelvis  en  todas  direc- 
ciones. 

Pero  si  lleváramos  clínicamente  la  severidad  ideal  en  la 
declaración  de  la  curabilidad  de  todos  los  casos  de  cáncer  ute- 


riño  que  se  nos  presenten  excepcionalmente  se  oiría  hablar 
de  una  histerectomía  por  cáncer. 

Hay  que  aceptar  multitud  de  casos,  que  idealmente  se 
rechazarían;  hay  que  llevar  la  operabilidad  con  menor  rigor; 
hay  que  declarar  la  operabilidad,  basados  en  simples  pre- 
sunciones de  CURABIEIDAD. 

Es  esta  la  teoría  de  las  cifras  que  tanto  desaliento  causan 
en  las  operaciones  radicales  de  cáncer  uterino.  Es  este  el  ba- 
samento de  la  cruzada  que  se  inicia  sobre  los  neoplasmas 
malignos  del  útero,  y el  origen  de  que  en  Congresos  y en 
todas  las  Sociedades  de  Cirugía,  en  monografías  cortas  y en 
obras  extensas,  se  medite,  se  discuta,  se  analice  profunda- 
mente el  capítulo  de  las  intervenciones  uterinas  por  cáncer 
teniendo  ante  los  ojos  la  inmensa  cifra  de  las  víctimas  y entre 
los  recuerdos  el  tanto  por  ciento  terrible  de  las  repululacio- 
nes  ó reproducciones. 

Todo  este  grupo  de  casos  que  en  Clínica  designamos 
corrientemente  con  el  calificativo  de  casos  operables,  los  se- 
pararemos y junto  con  ellos  apartaremos  los  estudios  anátomo- 
patológicos,  las  variedades  clínicas,  el  diagnóstico  y las  di- 
versas intervenciones  que,  aunque  condensándose  cada  día 
más,  se  conocen  y plantean  como  tratamiento  del  cáncer  ute- 
rino operable.  No  es  para  hablaros  de  esto  para  lo  que  he 
osado  distraer  vuestra  atención. 

Hay  otro  grupo  de  hechos  clínicos,  que  reunidos  consti- 
tuyen toda  esa  fúnebre  serie  que  conocemos  por  cánceres 
uterinos  inoperables,  que  forman  una  gran  colección  de 
infelices  sustraídas  á los  beneficios  de  nuestro  Gran  Arte, 
constituyendo  lo  que  vulgarmente  se  designa  con  el  califica- 
tivo sombrío  de  desahuciadas. 

De  éstas  vengo  hoy  á hablaros  aquí.  Mi  voz  no  proclama 
los  triunfos  del  Arte,  más  cantados  en  los  hogares  que  en  los 
Congresos;  mi  acento  trae  hoy  el  recuerdo  de  tantas  infelices 
casi  abandonadas,  de  tantas  condenadas  irremisiblemente  á 
desaparecer. 

He  dicho  que  hablaría  de  las  enfermas  de  cáncer  uterino 
inoperable.  Y esta  sola  frase  mía,  ¡cuantas  impresiones  no 
despertará  en  vosotros!  ¡Cuántos  recuerdos  de  operaciones 
incompletas  y de  recidivas  mortales,  no  hará  germinar  en  el 
fondo  de  nuestra  memoria! 

¡Desdichadas  mujeres!  ¡Condenadas  sin  apelación,  vícti- 
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mas  que  sucumben  tan  lenta  como  seguramente  harapos 
humanos  que  arrastran  su  agonía  ambulante  donde  quiera, 
llevando  al  olfato  de  todos  los  que  las  rodean  el  certificado 
fiel  de  su  oculto  verdugo,  éstas  son  las  cancerosas  uterinas 

desahuciadas!  . , 

Vengo  á hablaros  de  esas  mujeres  pálidas,  que  con  ios 
oíos  hinchados,  la  voz  apagada,  el  paso  trémulo  y la  cara 
demacrada,  van  regando  por  donde  quiera  su  sangre,  enmedio 
de  incoercibles  nietrorragias  y consumiéndose  paulatinamente 
con  el  fuep-o  lento  de  la  infección  crónica. 

Y si  á estas  víctimas  del  espectro  rojo,  la  metrorragia 
les  da  tregua,  es  para  sentirse  inundadas  por  liquido  sanio- 
so que  si  en  un  principio  ha  podido  ser  claro  y transparente, 
es' ahora  rojizo,  icoroso  y nauseabundo,  en  cuya  corriente 
pueden  encontrasse  con  frecuencia  trociscos  gangrenosos, 
desprendidos  del  neoplasma,  y extraordinariamente  fétidos. 
Pero  aun  hay  más  que  agregar:  estas  infelices  abatidas  por 
la  constancia  de  sus  torturas,  profundamente  desmoralizadas 
por  los  repetidos  fracasos  de  sus  médicos  y operadores,  ani- 
quiladas, en  fin,  por  su  perpetuo  y cruel  padecimiento,  que  a 
semejanza  del  buitre  de  Prometeo  les  devora  incesantemente 
las  entrañas,  concluyen  por  abandonarse  a su  desesperación, 
olvidando  el  aseo  de  sus  ropas  y personas.  , , ■ •. 

Por  último,  hasta  la  muerte  suele  ser  cruel;  único  leniti- 
vo á los  dolores,  única  solución  en  tal  estado,  se  hace  espeiar 
las  más  de  las  veces  y,  en  algunas,  esta  espera  puede  durar 
dos  ó tres  años. 

Ahora  bien,  es  precisamente  cuando  una  infeliz  mujer 
de  éstas  más  necesita  del  auxilio  medico,  cuando  los  me  icos 
parecen  inermes;  es  precisamente  en  esta  afección  tan  crue  - 
mente  dolorosa  y diríamos  tan  repugnante,  cuando  el  medico 
parece  olvidar  todo  lo  que  se  tiene  el  derecho  de  esperar  de 
él  y se  encastilla  fríamente  en  su  jeringa  de  inyecciones 
hipodérmicas  y en  la  farmacopea  délas  irrigaciones  vaginales 
detersivas. 

¿Es  que  realmente  el  médico  no  cuenta  con  recursos  su- 
ficientes para  este  género  de  curaciones;  ó es  que  desanimado 
desesperanzado  por  sus  constantes  fracasos,  lia  llegado^ ya  ai 
fatalismo,  y se  cruza  de  brazos  murmurando  como  el  arabe: 

“escrito  está?” 

Esto  es  lo  que  vamos  á ver. 
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Actualmente  se  cuenta  en  Medicina,  para  el  tratamiento 
paliativo  del  cáncer  uterino,  con  dos  géneros  de  recursos: 

A.  Tratamiento  paliativo  médico,  y 

B.  Tratamiento  paliativo  quirúrgico. 

Poco  tengo  que  decir  respecto  del  primero.  Comprende 
tres  grandes  indicaciones  principales,  que  son: 

I.  Calmar  el  dolor. 

II.  Vigilar  el  buen  funcionamiento  del  aparato  digestivo. 

III.  Sostener  las  fuerzas  de  la  enferma. 

Considero  inútil  insistir  sobre  ellas.  La  primera  se  llena 
por  medio  de  narcóticos,  entre  los  que  sobresalen  la  morfina, 
primero;  el  doral,  después.  Las  corrientes  de  ácido  carbónico, 
proyectadas  directamente  sobre  las  yemas  cancerosas,  pueden 
ser  útiles,  pero  son  inconstantes  en  sus  efectos  y algunas 
veces  lian  agravado  los  dolores.  La  segunda  indicación  la 
llenamos  por  medio  de  los  laxantes,  los  eupépticos,  los  anti- 
sépticos intestinales  suaves  y el  régimen  dietético.  En  cuan- 
to á la  tercera,  se  buscará  en  la  alimentación,  los  ferruginosos, 
la  estricnina,  la  inyecciones  de  suero  artificial  y la  higiene, 
la  manera  de  satisfacerla. 

Se  ve  que  médicamente,  el  Clínico  no  está  desprovisto 
de  medios  para  mejorar  el  estado  de  las  cancerosas  avanza- 
das del  útero. 

Veamos  ahora  el  tratamiento  paliativo  quirúrgico.  Desde 
luego  voy  á eliminar  los  tres  recursos  comunes,  que  por  lo 
conocidos  y experimentados,  no  tengo  mas  que  mencionarlos: 
me  refiero  á las  curaciones  uterinas,  á la  cauterización 

y al  CURETTAGE  Ó RASPADO  UTERINO. 

De  la  histerectomía,  es  decir,  del  vaciamiento  de  la  pel- 
vis, no  quiero  hablar.  Mis  ideas  se  han  robustecido  última- 
mente y debo  confesarlo,  hoy  no  pienso  como  ayer. 

Hace  poco  más  de  un  año,  escribía  yo  lo  siguiente  en 
mi  tratado  de  histerectomía,  publicado  recientemente  en 
México: 

“Cada  operador  opina  según  su  temperamento:  Yo  creo 
que  siempre  que  haya  esperanzas  de  quitar  todos  los  tejidos 
degenerados,  el  bisturí  del  Cirujano  no  debe  retroceder  ante 
nada  y cortará  y amputará  todo,  absolutamente  todo  lo  infil- 
trado y lo  que  amenace  infiltrarse. 

Sólo  una  excepción  hago  á este  precepto:  cuando  los  ór- 
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ganos  por  herir  sean  de  tal  naturaleza,  que  sus  funciones 
paralizadas  ó entorpecidas  produzcan  la  muerte.” 

Hoy,  después  de  haber  realizado  una  multitud  de  estas 
grandes  operaciones,  las  más  de  las  veces  fatalmente  incom- 
pletas, donde  la  imposibilidad  de  la  erradicación  ganglionar 
total  y la  gravedad  innegable  operatoria,  hacen  considerar  la 
extensión  demasiado  grande  del  cáncer  como  una  contra-in- 
dicación formal  para  la  operación  radical. 

Decía  que  hoy  no  pienso  así.  Mis  ideas  están  muy 
lejos  de  ese  tiempo.  De  entonces  acá  han  aparecido  gran- 
des estadísticas  de  los  más  hábiles  operadores  de  Europa  y 
América,  he  conocido  los  escritos  de  Jacobs,  de  Montprofit  y 
de  su  discípulo  Pasquier,  de  Zweifel,  de  Kustner,  de  Mac- 
kenrodt,  de  Gusnbauer,  de  Klairk  y de  otros  muchos;  he  me- 
ditado seriamente  las  comunicaciones  de  Thomas  Cullen,  de 
Baltimore;  la  de  Richelot,  de  París;  la  de  Dimitri  de  Ott, 
de  San  Petesburgo;  la  de  Bouilly,  de  París,  y por  último 
las  de  Thomas  Jonnesco,  de  Delageniere,  de  Faure,  de  Le- 
gueu,  de  Sneguireff  y de  Varuch,  de  Bucharest,  Mans,  Pa- 
rís, Moscow  y Berlín,  respectivamente;  hechas  todas  al  Con- 
greso celebrado  en  París,  y he  llegado  á convencerme  de  que 
la  opinión  no  solamente  ha  cambiado  en  mí,  sino  también 
en  todos  los  operadores  más  distinguidos  de  allende  y aquen- 
de el  Atlántico. 

En  efecto,  la  mortalidad  enorme  en  los  casos  de  este  gé- 
nero, las  graves  complicaciones  consecutivas  á estas  largas 
y difíciles  disecciones,  han  terminado  por  hacer  abandonar 
este  vaciamiento  de  la  pelvis  en  los  cánceres  muy  avanzados. 

De  aquí  que  sería  humano  poder  obtener  de  estas  gran- 
des estadísticas  un  límite  racional  para  precisar  la  acción 
quirúrgica,  dando  indicaciones  claras  y precisas,  clínicamen- 
te apreciables,  para  poder  saber  hasta  qué  punto  la  exten- 
sión del  cáncer  se  vuelve  una  contra-indicación  operatoria. 

Hasta  el  presente  cada  cirujano  ha  seguido  muy  de 
cerca,  en  lo  tocante  á este  particular,  las  tendencias  de  su 
temperamento  y aptitudes  quirúrgicas  particulares.  Se  puede 
afirmar  de  una  manera  general  que  siempre  han  sido  opera- 
ciones comenzadas  en  la  creencia  de  limitación  marcada  del 
neoplasma  las  que  han  producido  mayor  cifra  en  el  cómputo 
de  la  mortalidad. 

Daré  como  ejemplo  de  estos  verdaderos  transportes  de 


entusiasmo  en  las  disecciones  operatorias  de  cáncer  avanzado, 
una  de  mis  primeras  observaciones  de  liisterectomía  con  va- 
ciamiento de  la  pelvis.  Se  trataba  de  una  mujer  de  Tepic, 
de  una  treintena  de  años,  bastante  agotada,  cpie  llevaba  un 
gran  tumor  canceroso  del  útero.  No  obstante,  el  útero  estaba 
móvil,  aunque  muy  engruesado  y se  sentía  ya  un  núcleo 
canceroso  en  la  base  del  ligamento  izquierdo.  A causa  de  este 
último  detalle  yo  me  resolví  por  la  vía  abdominal.  La  opera- 
ción fue  larga  y laboriosa;  la  disección  del  núcleo  del  liga- 
mento ancho  fue  de  las  más  difíciles  y durante  ella  estuve  á 
punto  varias  veces  de  dividir  el  uréter  izquierdo.  La  pared 
de  la  vejiga  está  íntimamente  adherida  al  neoplasma  y resol- 
ví hacer  la  resección  de  esta  parte;  suturando  esta  sección  de 
la  vejiga  y suturando  después  el  órgano.  Busqué  todos  los 
ganglios  que  pude  encontrar  y llegué  en  mis  disecciones  has- 
ta la  bifurcación  de  la  aorta  abdominal.  Después  de  una  con- 
valecencia muy  azarosa,  esta  enferma  curó:  dos  meses  des- 
pués sucumbía  en  Tepic,  á consecuencia  de  la  reproducción 
de  su  cáncer.  Esta  observación  publicada  ya  con  todos  sus 
detalles  en  mi  ya  citado  libro,  la  presento  como  un  ejemplo 
de  intervención  dudosa,  en  casos  en  que  clínicamente  no  es 
posible  predecir  hasta  donde  llegará  la  extensión  del  mal. 

Después  he  vuelto  á operar  multitud  de  veces  en  estas 
condiciones;  mis  estadísticas  son  conocidas.  He  operado  en 
México,  en  Guadalajara,  en  Veracruz,  en  Campeche,  en  Ori- 
zaba, en  Zamora,  y en  otros  varios  puntos  de  mi  país,  y mis 
resultados,  debo  confesarlo,  no  me  han  animado  jamás.  Sin 
hacer  mención  de  las  histerectomías  verificadas  en  casos  de 
cáncer  limitado,  tengo  publicados  en  el  espacio  de  cuatro 
años  quince  vaciamientos  de  la  pelvis,  por  cáncer  avanzado. 
De  estos  quince  casos,  cuatro  han  muerto  poco  después  de 
operados,  uno  de  fiebre  perniciosa,  en  Campeche,  otro  de  pe- 
ritonitis sobre-aguda,  en  México,  otro  de  enagenación  mental, 
con  signos  meningíticos,  también  en  México,  y el  último  de 
embolia  de  la  arteria  pulmonar,  en  Orizaba.  De  los  once  res- 
tantes, seis  murieron  de  resultas  de  la  reproducción  de  su 
tumor  ó de  su  repululación;  sólo  una  duró  dos  meses.  En 
cuanto  á las  otras  cinco,  operadas  en  el  Hospital,  las  perdí 
muy  pronto  de  vista. 

Esto  da  las  cifras  espantosas  de  un  06.6%  de  reproduc- 
ciones, y de  un  26.66%  de  mortalidad  inmediata.  Estas  ci- 
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fras  podrían  elevarse  aun  más,  si  hubiera  podido  computar 
también  las  enfermas  perdidas  de  vista. 

No  es,  pues,  de  extrañar  que  haya  yo  llegado  á esta  con- 
clusión práctica: 

“No  hay  indicación  formal  para  la  liisterectomía  abdo- 
minal, sino  en  los  casos  en  que  la  carcinosis  está  bien  limi- 
tada al  órgano  uterino.  En  todos  los  demás  casos  debe  recu- 
rrirse  siempre  á las  operaciones  paliativas.” 

De  todo  el  grupo  de  operaciones  paliativas,  la  que  siempre 
be  encontrado  más  adecuada,  la  que  teóricamente  reúne  más 
condiciones  y prácticamente  produce  mejores  resultados  es  la 
isquemia  del  útero  y la  desinfección  enérgica  de  su  cavidad. 

Una  de  las  circunstancias  que  indudablemente  concurren 
en  la  rapidez  de  evolución  y marcha  de  los  neoplasmas  can- 
cerosos del  útero,  es  la  riqueza  vascular  del  órgano.  La  infec- 
ción mixta  de  su  cavidad,  es  otro  factor.  Los  elementos  espe- 
cíficos de  la  supuración  por  su  acción  nutritiva  sobre  los 
elementos  anatómicos  del  endometrio  y délos  tejidos  uterinos 
y periuterinos,  van,  por  decirlo  así,  abriendo  la  vía  á la  in- 
vasión de  los  elementos  especiales  de  la  carcinosis,  sean 
coccidias,  sean  blastomicetos,  sean  celdillas  específicas.  Los 
elementos  anatómicos  mal  sostenidos  en  su  nutrición  por  el 
estado  nutritivo  viciado  de  la  mujer  artrítica  predispuesta  al 
cáncer,  tiene  además  que  sufrir  los  ataques  combinados  de  los 
estafilococus  y de  los  gérmenes  cancerosos. 

De  aquí  que  sea  lógico  combatir  la  marcha  del  neoplas- 
ma, dirigiéndose  á su  virulencia  devoradora  y disminuyendo 
las  causas  de  debilitamiento  de  los  tejidos.  Lo  primero  se 
consigue  mediante  la  supresión  de  la  circulación  sanguínea 
en  el  neoplasma;  lo  segundo,  mediante  la  desinfección  enér- 
gica del  endometrio  y sus  anexos. 

La  isquemia  del  tumor,  se  realiza  por  medio  de  las  liga- 
duras simultáneas  de  las  principales  arterias  que  lo  irrigan: 
en  clínica  se  conoce  ya  este  procedimiento  bajóla  calificación 
de  LIGADURAS  ATROFIANTES. 

Pero  hasta  hoy  la  literatura  médica  consigna  tentativas 
de  ligaduras  atrofiantes,  exclusivamente  verificadas  sobre  las 
arterias  uterinas,  y es  preciso  confesarlo,  con  el  resultado  más 
deplorable. 

Yo  he  verificado  nuevas  experiencias  sobre  este  particu- 
lar y he  aquí  el  resultado  obtenido  en  seis  casos. 
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La  premura  del  tiempo  de  que  dispongo  oblígame  á ser 
lacónico  respecto  de  estas  historias,  que  publicaré  próxima- 
mente con  todos  su  detalles.  Algunos  apuntes  relativos  al 
primer  caso  bastarán  para  podernos  formar  idea  del  procedi- 
miento y sus  resultados  inmediatos. 

Es  una  mujer  como  de  45  años,  portadora  de  un  cáncer 
uterino  muy  avanzado:  grandes  yemas  fungosas  llenan  la 
vagina,  el  cuello  está  totalmente  destruido,  el  tacto  deja  per- 
cibir el  útero  voluminoso,  inmóvil,  y rodeado  de  una  gran 
zona  de  induración.  La  leucorrea  es  muy  abundante,  cons- 
tituye una  verdadera  hidrorrea  fétida.  Las  hemorragias  muy 
intensas  y rebeldes.  El  primer  día  que  vi  esta  enferma  en 
unión  de  mi  colaborador  el  Dr.  Torrea  y del  Dr.  Montero, 
director  del  Hospital  de  Oaxaca,  se  encontraba  en  estado 
sincopal.  Por  una  verdadera  fortuna  el  estado  de  su  orina  era 
satisfactorio,  1200  gramos  por  día.  El  enflaquecimiento  era 
muy  pronunciado  y la  caquexia,  muy  intensa. 

Durante  veinte  días,  el  Dr.  Torrea  se  ocupa  de  la  he- 
mostasis vaginal  y de  levantar  un  poco  el  estado  general  de 
la  enferma.  Repuesta  un  poco,  le  practico  en  Tacubaya,  po- 
blación del  Distrito  Federal,  la  ligadura  simultánea  de  las 
dos  arterias  iliacas  internas,  antes  de  su  primera  colateral,  y 
de  las  dos  útero-ováricas.  Como  encontrara  los  dos  anexos 
perdidos,  acompañé  las  ligaduras  de  la  resección  de  ellos. 
Después  de  suturado  el  vientre,  resequé  por  la  vagina  todo  lo 
que  buenamente  pude  del  tumor,  raspé  cuidadosamente  la 
cavidad  del  útero  y practiqué  abundantes  irrigaciones  con 
una  solución  de  cianuro  de  mercurio  al  2 por  1000.  Las  con- 
secuencias operatorias  fueron  insignificantes,  y diez  días  des- 
pués, le  quitaba  los  puntos  de  sutura  á la  cicatriz  del  vientre, 
habiendo  la  paciente  evolucionado  constantemente  con  80 
pulsaciones  por  minuto.  Me  llamó,  desde  luego,  la  atención 
que  después  del  raspado  de  la  matriz  y de  la  resección  parcial 
del  tumor  canceroso,  no  se  hubiera  producido  escurrimiento 
de  ninguna  clase. 

Veinte  días  después  de  operada  esta  mujer,  sin  mi  co- 
nocimiento, emprendió  á pie  un  viaje,  desde  México  hasta  la 
villa  de  Guadalupe,  población  situada  como  á cinco  kiló- 
metros de  México,  donde  se  rinde  culto  especial,  como  conse- 
cuencia de  una  promesa  que  había  hecho  el  día  de  la  opera- 
ción. Ahora  bien;  esta  extravagancia  que  hubiera  podido  ser 
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causa  de  mil  peligros  para  esta  mujer,  fué  soportada  sin 
complicación  alguna. 

Un  mes  después  de  operada  esta  mujer,  partía  para 
Contreras,  su  pueblo,  llevando  en  el  cuello  uterino  una  pe- 
queña ulceración,  pálida,  lisa,  no  sangrante,  indolora  y con 
su  estado  general  admirablemente  repuesto.  Seis  meses  más 
tarde,  la  situación  era  aproximadamente  igual:  la  ulceración 
ha  crecido  un  poco,  ligeros  dolores,  sobre  todo  después  de 
largas  marchas,  la  hacen  sufrir;  el  empastamiento  de  la  pel- 
vis continúa  muy  acentuado,  el  cáncer,  en  una  palabra,  está 
ahí,  pero  transformado  de  tal  manera,  que  le  permite  una 
vida  regularmente  aceptable  y sostener  un  estado  general 
muy  satisfactorio. 

Esta  enferma  no  se  ha  curado  ni  mucho  menos,  morirá 
del  cáncer,  quizás  muy  pronto,  aunque  no  me  lo  parece;  pero 
es  incuestionable  que  su  situación  se  mejoró  muchísimo,  y 
que  la  intervención  le  ha  producido  una  sobrevida  grande, 
obtenida  á costa  de  ningún  peligro  y de  muy  pocas  molestias. 

Han  transcurrido  seis  meses  de  la  operación,  y la  mujer 
ésta,  cada  mes  ha  ido  á mi  clínica  con  regularidad  y sufrido 
minucioso  examen  de  mi  parte.  No  ha  dejado  un  solo  día  sus 
irrigaciones  vaginales  antisépticas,  con  lisol;  su  aparato  di- 
gestivo funciona  regúlarmente,  y su  estado  general  se  sos- 
tiene bastante  bien. 

Cuatro  casos  más  de  ligaduras  de  las  iliacas  y de  las 
utero-ováricas,  en  condiciones  más  ó menos  iguales  á la  ante- 
rior, he  tenido  oportunidad  de  ejecutar  en  México:  en  los 
cuatro  he  realizado  la  castración  simultánea,  y los  resultados 
han  sido  siempre  muy  satisfactorios. 

Por  último,  mi  sexto  y último  caso,  lo  acabo  de  operar 
en  la  ciudad  de  Jalapa,  veinte  días  antes  de  salir  para  la  Ha- 
bana, y cuando  volví  á ver  esta  enferma,  antes  de  embarcar- 
me, la  situación  era  enteramente  satisfactoria. 

De  una  manera  general  mis  estadísticas,  son  muy  pe- 
queñas y limitadas  á un  espacio  de  tiempo  muy  corto.  Pero 
es  preciso  considerar  que  se  refiere  á un  lapso  de  tiempo  muy 
reducido,  seis  meses;  y que  todos  los  casos  han  sido  de  cáncer 
muy  avanzado,  es  decir,  que  se  trataba  de  mujeres  condenadas 
á una  muerte  rápida  y fatal. 

Es  incuestionable  que  en  las  operaciones  por  cáncer,  su 
utilidad  debe  considerarse  siempre  por  la  longitud  de  la  so- 
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brevida  post-operatoria,  y por  la  duración  del  tiempo  que 
transcurra  hasta  el  momento  de  la  aparición  de  la  recidiva. 
En  este  cómputo,  seis  meses  no  son  nada. 

Pero  en  esta  pequeña  estadística,  no  se  busca  la  curación 
sostenida  del  neoplasma,  ¡qué  digo!  ni  la  curación,  sino  la 
mejoría  prolongada  de  las  enfermas. 

Ahora  bien:  de  todas  las  operaciones  paliativas  recomen- 
dadas en  el  cáncer  avanzado  del  útero,  la  raspa  y la  cauteri- 
zación, son  las  únicas  que  han  solido  permitir  algún  alivio  á 
las  enfermas,  y este  alivio  ha  sido  muy  limitado,  no  durando 
en  la  gran  mayoría  de  los  casos,  más  de  quince  ó veinte  días. 
Ciertamente  que  estas  operaciones  paliativas,  no  han  produ- 
cido riesgos  mayores  para  las  enfermas,  cuando  han  sido  eje- 
cutadas por  manos  acostumbradas  á prevenir  los  peligros  de 
la  perforación  uterina. 

La  ligadura  transperitoneal  de  las  iliacas  internas  es 
una  operación  tan  inocente  como  el  raspado  del  endometrio. 
La  abertura  del  vientre,  hecha  conforme  á los  preceptos  de 
la  moderna  cirugía,  es  una  operación  que  por  sí  misma  no 
pone  en  peligro  la  vida.  La  resección  de  los  anexos  uterinos 
infectados,  es  otra  operación  sencillísima  y benigna.  El  paso 
de  un  hilo  de  ligadura  abajo  de  las  arterias  hipogástricas,  al 
través  de  pequeñas  incisiones  del  peritoneo  posterior  de  la 
pelvis,  es  cosa  rápida  y fácil;  un  punto  de  sutura  cierra  este 
pequeño  hojal  del  peritoneo,  y la  ligadura  aséptica  de  las 
arterias  es  enteramente  inofensiva.  El  raspado  final  del  tu- 
mor, hecho  por  la  vagina  es  complemento  obligado,  indispen- 
sable, siempre  útil  y nunca  peligroso.  Por  consecuencia  la 
ligadura  de  las  arterias  iliacas  internas  y útero-ováricas,  es 
una  operación  sencilla  y sin  peligro. 

Queda  una  última  cuestión.  La  supresión  de  la  circula- 
ción en  la  pelvis,  de  una  manera  tan  intensa,  y en  el  útero 
de  un  modo  tan  decisivo,  ¿no  es  un  peligro  grande  de  placas 
de  gangrena  en  la  vejiga,  en  el  recto  ó en  la  misma  vagina? 

Si  en  teoría  este  temor  es  aceptable,  en  la  práctica  he 
obtenido  enseñanzas  que  me  han  hecho  desecharlo.  Desde 
luego  la  circulación  no  queda  absolutamente  impedida;  las 
anastomosis  de  la  arteria  femoral  con  las  isquiáticas,  glúteas 
y pudendas,  aseguran  una  circulación,  muy  lenta  y escasa, 
es  verdad;  pero  esa  lentitud  y esa  escasez  es  precisamente  lo 
que  se  busca. 
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Solamente  en  el  tercer  caso  de  los  que  constituyen  la 
serie  que  nos  ocupa,  pude  observar,  cuatro  ó cinco  días  des- 
pués de  la  operación,  el  escurrimiento  por  la  vagina  de  un 
líquido  ligeramente  fétido,  de  origen  uterino,  revelando  in- 
dudablemente la  formación  de  pequeñas  escaras  del  interior 
del  órgano  ó del  neoplasma  mismo,  escurrimiento  que  desa- 
pareció en  tres  ó cuatro  días,  sin  cansar  accidente  mayor. 

De  todo  esto  llego  á concluir  que  siendo  las  ligaduras 
vasculares,  un  método  sencillo,  sin  peligro,  sin  dificultades  y 
prometiendo  tanto  para  el  porvenir,  deben  considerarse  como 
uno  de  los  mejores  tratamientos  paliativos  del  cáncer  uterino 
avanzado. 

Pero  así  mismo  debo  declarar  que  si  el  cirujano  no  se 
encuentra  en  buenas  condiciones  de  familiaridad  con  la  ciru- 
gía abdominal,  si  no  cuenta  con  medios  suficientes  para  veri- 
ficar á conciencia  sus  intervenciones  rigurosamente  asépticas, 
debe  perderla  esperanza  de  beneficiar  á sus  enfermas.  Causa- 
ría mayores  peligros  aun  con  su  intervención,  y entonces 
baria  precisamente  lo  que  me  lia  obligado  á mí  á abandonar 
los  métodos  intensos  de  mutilación:  abreviaría  la  vida  de  sus 
pacientes. 

En  resumen,  mi  experiencia  personal  me  lia  autorizado 
para  plantear  las  siguientes  conclusiones: 

Primera:  De  todos  los  métodos  paliativos  preconizados 
contra  el  cáncer  uterino  avanzado,  el  mejor  es:  la  ligadura 
simultánea  de  las  arterias  liipogástricas  y útero-ováricas, 
combinada  con  la  castración  y la  desinfección  mecánica,  enér- 
gica, del  tumor  y del  endo-metrio. 

Segunda:  La  ligadura  de  las  arterias  bipogástricas,  com- 
binada con  la  ligadura  de  las  arterias  útero-ováricas,  y la 
ooforo-salpin-gectomía,  no  es  una  operación  difícil,  ni  pone 
en  peligro  la  vida. 


NUEVA  CAUSA 


DE  RIGIDEZ  ANATOMICA  DEL  CUELLO  UTERINO 
DURANTE  EL  PARTOi 

POR  EL 

D r.  Eusebio  Hernández 

CATEDRÁTICO  DE  PARTOS  Y DE  CIÁNICA  DE  PARTOS  DE  EA  UNIVERSIDAD 
DE  EA  HABANA,  CUBA 

La  cuestión  de  la  rigidez  anatómica  del  cuello  uterino 
está  hoy  bastante  bien  estudiada  en  la  mayoría  de  los  casos; 
falta,  sin  embargo,  conocer  otras  causas  productoras  de  ese 
estado,  que  no  es  raro  hallar  en  la  práctica,  tal  como  la  que 
hace  el  objeto  de  esta  tesis. 

Hace  una  quincena  de  años,  se  admitía  generalmente 
que  la  causa  de  la  rigidez  anatómica  era  primitivamente 
esencial  del  cuello  mismo,  llegando  á la  conclusión  clásica 
de  que  el  cuello  rígido  no  se  dilataba  porque  no  era  dilatable. 

Gracias  á las  observaciones  clínicas  de  mi  maestro  el 
profesor  Pinard,  fue  puesta  á discusión  esa  teoría,  y más 
tarde  victoriosamente  batida  por  mi  amigo  Wallish,  merced 
al  estudio  histológico  de  dos  piezas  interesantes. 

Pinard  sostenía  clínicamente  que  la  génesis  de  la  rigi- 
dez no  residía  en  el  cuello,  sino  en  la  falta  de  algunas  ó de 
la  totalidad  de  las  causas  que  producen  la  dilatación,  á sa- 
ber: las  contracciones  uterinas,  la  falta  de  acomodación  del 
polo  fetal  en  la  escavación,  obstaculizando  su  descenso  y la 
rotura  prematura  de  las  membranas.  En  una  pelvis  normal- 
mente constituida,  si  las  contracciones  son  frecuentes,  regu- 
lares y enérgicas,  si  el  polo  fetal  (vértice  ó extremidad  pel- 


1 Este  trabajo,  publicado  en  el  número  de  Noviembre  de  1899,  de  El  Pro- 
greso Médico , ha  sido  ligeramente  retocado  para  presentarlo  al  Tercer  Congreso 
Pan- Americano,  celebrado  en  la  Habana. 
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viana),  se  acomoda  bien  y la  bolsa  de  las  aguas  ejerce  su  in- 
fluencia dilatadora,  esta  abertura  deberá  seguir  un  proceso 
regular  y uniforme.  Conviene,  pues,  convencerse  de  que  en 
caso  de  rigidez  no  es  el  cuello,  anteriormente  sano,  el  res- 
ponsable del  obstáculo  opuesto  al  progreso  de  la  dilatación, 
sino  la  falta  de  alguno  de  los  factores  antes  señalados.  Y si- 
guiendo ese  criterio,  los  esfuerzos  realizados  en  el  servicio 
de  Pinard,  por  conservar  la  acción  conjunta  de  las  contrac- 
ciones uterinas,  la  acomodación  pelviana  y la  integridad  de 
la  bolsa  de  las  aguas,  ora  conservando  esa  triple  acción,  ora 
supliendo  el  defecto  de  cualquiera  de  ellos,  dio  por  resultado 
que  la  rigidez  anatómica  ó espasmódica  sólo  se  presentara 
unas  diez  veces  en  15,000  partos  realizados  en  la  maternidad 
de  Lariboisiere  y la  clínica  Baudelocque. 

Ese  resultado  es  bastante  para  qtie  se  comprenda  la  im- 
portancia de  no  admitir  la  rigidez  anatómica  ó espasmódica 
como  primitiva  del  cuello,  supuesto  que  en  un  servicio  en 
donde  se  atendía  cuidadosamente  á conservar  las  causas  de 
la  dilatación  ó de  suplir  las  que  por  algún  motivo  faltaban, 
el  número  de  rigideces  disminuyó  considerablemente.  Impe- 
did, en  efecto,  la  contractura  del  útero,  evitable  en  muchos 
casos,  y la  tensión  permanente  de  la  bolsa  de  las  aguas,  y la 
rigidez  espasmódica  será  de  observación  poco  frecuente. 

Si  el  número  de  rigideces  era  tan  frecuente,  como  afir- 
man aun  algunos  autores,  débese  al  descuido  en  que  se  te- 
nían las  causas  de  la  dilatación,  por  la  falsa  creencia  de  que 
no  había  rigidez  sino  en  cuellos  que  no  eran  dilatables. 

Wallish,  su  discípulo,  demostró  con  el  auxilio  del  mi- 
croscopio en  los  dos  casos  que  he  mencionado  antes,  y que 
publico  al  final,  la  ausencia  completa  de  lesiones  primitivas. 
El  estado  de  cuero  hervido  que  ha  servido  para  calificar  la 
rigidez  anatómica,  no  es  otra  cosa  que  la  infiltración  sanguí- 
nea ó serosa  que,  disociando  las  fibras  musculares  del  cuello, 
destruye  en  gran  parte  la  elasticidad  de  que  generalmen- 
te goza. 

Esto  es,  en  brevísimas  palabras,  el  estado  actual  de  la 
cuestión:  en  caso  de  rigidez  el  cuello  no  se  dilata , no  porque 
no  es  dilatable , sino  porque  no  recibe  la  acción  indispensable 
de  los  agentes  de  la  dilatación. 

Pero  ¿es  exacto  que  la  rigidez  deriva  únicamente  de  la 
falta  de  contracciones  uterinas,  de  la  ruptura  prematura  de 
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la  bolsa  de  las  aguas  ó de  la  falta  de  acomodación  pelviana 
del  polo  fetal?  O en  otros  términos:  ¿No  cabe  la  rigidez  en 
caso  de  pelvis  bien  conformada,  contracciones  regulares, 
enérgicas  y frecuentes  é integridad  de  la  bolsa  de  las  aguas? 

Algunos  casos  que  hemos  observado  en  nuestra  prácti- 
ca creemos  que  nos  autorizan  á pensar  lo  contrario;  y es  lo 
que  venimos  á exponer  ante  vosotros,  no  exentos  de  temor, 
por  las  consecuencias  que  entraña  la  conclusión  á que  los 
hechos  que  vamos  á exponer  pueden  conducir. 

Madame  Lachapelle  decía,  en  general  con  razón,  que  no 
temía  les  eaux  plates.  Su  grande  autoridad  ha  hecho  de  esas 
palabras  un  postulado;  pero  la  clínica  es  un  cauce  abierto  á 
la  corriente  poderosa  de  la  observación  que  todo  lo  arrastra, 
lo  modifica  y lo  transforma,  y les  eaux  plates  pueden,  en  al- 
gunos casos,  constituir  la  distocia  que  nos  ocupa.  Helas  aquí: 

OBSERVACION  I 

Llamados  para  asistir  una  señora,  de  parto  hacía  dos  días,  secundípara,  de 
unos  20  años,  nos  dijo  que  había  tenido  dolores  frecuentes  y enérgicos  todo  el  día 
anterior;  que  por  la  noche  del  mismo  se  le  habían  calmado  algo,  para  reaparecer 
al  siguiente  por  la  mañana  en  la  forma  que  la  encontramos  á las  seis  de  la  tarde. 
Presentación  de  vértice,  derecha  posterior  encajada.  Membranas  intactas  forman- 
do, durante  la  contracción,  una  bolsa  poco  saliente  y sin  aplicarse  sobre  los  bordes 
del  orificio  uterino,  que  tenía  las  dimensiones  de  una  pieza  de  dos  pesetas  y estaba 
grueso,  edematoso,  tipo  clásico  de  la  rigidez  anatómica,  esto  es,  semejante  al  cuero 
hervido.  El  edema  se  elevaba  algunos  centímetros  en  el  segmento  inferior  de  la 
matriz.  En  el  intervalo  de  las  contracciones  las  membranas  estaban  flácidas.  No 
nos  atrevimos  á romperlas  y aplicamos  un  dilatador  metálico  sin  resultado;  le  hi- 
cimos repetidas  inyecciones  de  agua  caliente  sin  resultado  mejor.  A las  diez  de  la 
noche  nos  resolvimos  á romper  la  bolsa;  los  dolores  redoblaron  después  de  una  li- 
gera pausa,  la  cabeza  apoyada  sobre  el  borde  del  orificio  uterino,  y la  dilatación  se 
hizo  al  fin,  á media  noche,  á expensas  de  una  desgarradura  que,  felizmente,  no  tu- 
vo graves  consecuencias  inmediatas. 

OBSERVACION  II 

Hace  próximamente  diez  meses,  tuve  ocasión  de  ver  una  primeriza  en  el  oc- 
tavo mes  del  embarazo.  La  presentación  de  vértice  O.  I.  I.  profundamente  encaja- 
da; el  segmento  inferior  del  útero  directamente  aplicado  sobre  la  cabeza,  no  permi- 
tía sentir  la  capa  del  líquido  interpuesto  entre  ésta  y las  membranas.  Así  evolucionó 
el  noveno  mes,  el  trabajo  del  parto  se  inició  bajo  los  auspicios  de  los  agentes  prin- 
cipales de  la  dilatación.  Adquirió  ésta  las  dimensiones  de  una  pieza  de  dos  pesetas 
aproximadamente,  y el  dedo  explorador  confirmaba  ahora,  como  á los  ocho  meses, 
la  mínima  cantidad  de  líquido  amniótico  interpuesto  entre  la  extremidad  cefálica 
y las  membranas,  era  el  tipo  des  eaux  plates.  Las  contracciones  regulares,  enérgi- 
cas y frecuentes,  la  acomodación  perfecta.  Pero  los  bordes  del  orificio  no  recibían 
la  acción  directa  de  la  cabeza  cubierta  por  el  amnios  y el  corion  durante  la  con- 
tracción y la  dilatación  no  progresaba.  En  un  principio  blandos  y no  gruesos  los 
bordes  del  orificio  comenzaron  á infiltrarse.  vSeis  horas  después  las  cosas  no  habían 
variado.  Observé  la  pequeñísima  bolsa  de  las  aguas  en  el  intervalo  de  las  contrac- 
ciones, y estaba  flácida,  no  había  contractura,  no  había  exceso  de  líquido,  aparte 
de  que  estos  síntomas  producen  generalmente  la  rigidez  espasmódica.  Todo  estaba 
bien  y sin  embargo,  la  dilatación  no  aumentaba.  Me  decidí  á romper  las  membra- 
nas y la  dilatación  no  se  hizo  esperar,  y terminó  el  parto  sin  otro  accidente. 
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OBSERVACION  III 

Ahora  dos  meses  vi  en  consulta,  con  mi  amigo  el  Dr.  Montané,  una  joven 
primípara,  de  unos  20  años,  de  parto  desde  por  la  mañana.  Dolores  frecuentes,  re- 
gulares y enérgicos.  El  vértice  bien  encajado,  dilatación  de  las  dimensiones  de 
medio  peso  desde  hacía  muchas  horas.  Ea  exploración  me  hizo  notar  que  había 
poco  líquido  interpuesto  entre  las  membranas  y el  polo  fetal,  y que  éste  no  apoya- 
ba directamente  sobre  los  bordes  del  orificio  uterino  durante  la  contracción.  Inme- 
diatamente rompí  las  membranas,  y más  tarde  supe  que  dos  horas  ó tres  bastaron 
para  terminar  el  parto,  lo  que  indica  que  la  dilatación  se  hizo  rápidamente. 

OBSERVACION  IV 

No  hace  mucho  asistí  en  consulta  con  mi  amigo  el  Dr.  Varela  Zequiera,  una 
señora  múltípara,  de  parto  desde  el  día  anterior.  Dolores  enérgicos,  frecuentes, 
regulares.  Dilatación  como  la  palma  de  la  mano  desde  hacía  mucho  tiempo,  vér- 
tice encajado,  poca  cantidad  de  líquido  interpuesto  en  la  cabeza  y las  membranas, 
éstas  flácidas  en  el  intermedio  de  dos  contracciones.  Todo  parecía  normal,  y la 
dilatación  no  avanzaba.  El  orificio  asiento  de  un  edema  considerable  del  labio  an- 
terior. Rompí  las  membranas,  la  dilatación  se  hizo  rápidamente,  y tuve  necesidad 
de  hacer  la  reducción  del  labio  anterior,  que  impedía  á la  cabeza  franquear  el  ori- 
ficio ampliamente  abierto.  A los  20  minutos  terminó  el  parto. 


En  estas  observaciones  sobresalen  los  siguientes  hechos: 
Pelvis  bien  formada,  presentación  de  vértice  bien  acomodada 
en  la  excavación  cubierta  por  membranas  con  escasa  inter- 
posición del  líquido,  sin  apoyar  directamente  sobre  el  borde 
del  orificio , y este  es  el  punto  capital;  contracciones  frecuen- 
tes, regulares  y enérgicas,  esto  es,  el  tipo  del  parto  normal 
en  apariencia;  y en  momento  dado  la  dilatación  se  detiene  y 
el  orificio  se  hace  edematoso  en  el  primer  caso,  y ofrece  la 
misma  tendencia  en  los  demás.  Pero  se  rompen  las  membra- 
nas y el  polo  fetal  se  aplica  enseguida  contra  los  bordes  del 
orificio  y la  matriz  se  abre  sin  dificultad.  De  donde  resulta, 
que  el  único  obstáculo  opuesto  á la  dilatación  residía  en  las 
membranas,  es  decir,  dans  les  eanx  plates  de  madame  La- 
ch  apelle. 

Cierto  es  que  los  autores  están  contestes  en  que  cuando 
la  parte  fetal  que  se  presenta  está  profundamente  encajada, 
la  bolsa  de  las  aguas  no  juega  el  papel  tan  importante  de 
agente  dilatador,  como  el  que  desempeña  siempre  que  la  ex- 
cavación está  vacía;  pero  ninguno,  que  yo  sepa,  sostiene  que 
pueda  constituir  obstáculo  al  progreso  del  parto  y causar  en 
el  último  término  la  rigidez  llamada  anatómica,  con  todas 
sus  consecuencias.  De  tal  modo,  que  por  creer  lo  contrario, 
dijo  la  ilustre  Eachapelle  que  ella  no  temía  les  eanx  plates  y 
han  repetido  con  ella  todos  los  parteros;  cosa  que  en  la  in- 
mensa mayoría  de  los  casos  es  cierta,  toda  vez  que  la  bolsa 


plana  indica  casi  siempre  tina  presentación  de  vértice  enca- 
jada y nna  pelvis  normal. 

Mas,  si  les  eaux plates  impiden  que  el  polo  fetal  apoye 
sobre  el  borde  del  orificio  uterino,  pueden  ocasionar  la  rigi- 
dez del  cuello  y constituir  un  obstáculo  á la  pronta  termina- 
ción del  parto,  comprometer  la  vida  del  feto  y causar  serias 
lesiones  á la  madre. 

¿Cuál  es  la  explicación  del  hecho  clínico  de  que  las 
membranas  en  las  condiciones  indicadas,  no  apoyen  sobre  el 
borde  del  orificio  uterino? 

Para,  mi  la  explicación  se  halla  en  la  falta  de  ciertas 
modificaciones  que  experimentan  las  membranas  al  formarse 
la  bolsa  de  las  aguas. 

El  profesor  Pinard  que  ha  estudiado  este  asunto  desde 
el  año  1886,  dice  que  cuando  el  cuello  se  borra,  es  decir, 
cuando  al  principio  del  parto  el  huevo  penetra  en  la  cavidad 
cervical,  se  verifica  la  ruptura  de  haces  membranosos:  el  co- 
rion  y el  amnios  se  separan  de  la  caduca.  Esta,  que  falta  al 
nivel  del  orificio  interno,  es  de  tal  modo  adherente  al  nivel 
de  las.  partes  próximas  al  orificio,  que  su  deslizamiento  re- 
sulta imposible. 

He  comprobado  muchas  veces  al  estudiar  las  relaciones 
de  las  membranas  con  el  títere  grávido  de  mujeres  muertas 
en  diferentes  épocas  del  embarazo,  la  ausencia  de  la  caduca 
al  nivel  del  orificio  interno,  en  donde  no  se  halla  otra  cosa 
que  un  tapón  gelatinoso  en  relación  directa  con  el  corion, 
(acaso  el  examen  histológico  demuestre  en  este  punto  los 
restos  de  la  caduca  refleja  atrofiada);  la  adherencia  de  la  ca- 
duca á la  pared  uterina  en  una  extensión  de  6 á 10  centíme- 
tros, adherencia  que  decrece  á medida  que  se  aleja  de  los 
bordes  del  orificio  interno.  Además  basta  examinar  con  val- 
vas una  mujer  de  parto  en  la  que  las  membranas  formen 
hernia  a través  del  orificio,  para  convencerse  de  la  ausencia 
de  la  caduca  á ese  nivel.  En  fin,  es  fácil  de  ver  que  la  cadu- 
ca no  esta  adherida  al  corion  en  una  extensión  más  ó menos 
considerable,  al  examinar  las  membranas  á nivel  de  la  des- 
garradura. 

Descartadas  las  hipótesis  de  que  la  bolsa  de  las  aguas 
se  forma  por  el  deslizamiento  del  huevo  sobre  las  paredes 
del  útero,  al  menos  en  el  embarazo  de  término,  y la  del  re- 
traimiento del  orificio  uterino  sobre  el  huevo,  merced  á la 

TOMO  II  1A 
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supuesta  acción  de  la  fibras  longitudinales  sobre  las  circula- 
res, y admitida  la  teoría  demostrada  por  cortes  hechos  sobre 
cadáveres  congelados,  de  que  la  bolsa  es  el  resultado  de  la 
presión  excéntrica  de  la  contracción  de  la  matriz  sobre  el 
extremo  fetal  y el  líquido  amniótico,  ó del  líquido  solo  cuan- 
do la  cabeza  está  retenida  en  el  estrecho  superior,  gracias  á 
la  extensibilidad  del  amnios  y el  corion  y de  su  separación 
de  la  caduca  adherida  con  firmeza  al  segmento  inferior  y flo- 
jamente al  corion;  es  forzoso  concluir  que  si  la  bolsa  de  las 
aguas  no  se  forma  y retiene  la  cabeza  suspendida  sobre  los 
bordes  del  orificio  uterino,  ha  debido  suceder  lo  siguiente:  el 
amnios  y el  corion,  (acaso  el  corion  solo)  poco  extensibles  y 
fuertemente  adheridos  á la  caduca  por  excepción,  y sin  la 
interposición  de  suficiente  cantidad  de  líquido  (inampresible) 
que  ó las  dilata  ó las  rompa,  ha  llegado  á convertirse  de 
agente  (Matador,  en  obstáculo  á la  dit  at  ación  y causa  indirec- 
ta de  la  infiltración  edematosa  del  cuello. 

De  lo  dicho  se  infiere,  que  á la  desaparición  del  cuello 
ocurre  la  penetración  del  huevo  en  la  abertura  de  la  matriz, 
esto  es,  que  las  membranas  comprimidas  por  el  líquido  am- 
niótico bajo  la  presión  de  la  extremidad  cefálica  encajada 
durante  la  contracción,  debe  penetrar  en  el  orificio  uterino, 
cosa  que  no  siempre  sucede. 

La  capa  líquida  es  á veces  casi  nula,  y en  ese  caso  no 
hay  tal  bolsa  de  aguas,  los  bordes  del  orificio  no  reciben  su 
acción  y el  polo  fetal,  cubierto  por  las  membranas  á él  apli- 
cadas y probablemente  unidas  á la  caduca,  queda  retenido 
por  encima  de  la  abertura. 

Bien  se  nos  alcanza  que  esta  interpretación  necesita  la 
prueba  anatómica,  el  examen  directo  del  útero  de  una  mujer 
muerta  en  esas  condiciones,  y en  el  que  con  una  dilatación 
de  una  pieza  de  dos  francos,  por  ejemplo,  se  vea  el  corion 
fuertemente  unido  á la  caduca,  y la  porción  membranosa 
del  amnios  y el  corion  sometidos  á la  prueba  de  Tarnier  y 
Piuard,  resulten  inextensibles.  Pero  el  hecho  clínico  que  he- 
mos señalado  en  las  observaciones  anteriores  existe,  y no 
hallamos  de  qué  otro  modo  pueda  explicarse. 

CONCLUSION 

Siempre  que  nos  hallemos  frente  á una  parturiente  al 
principio  de  la  dilatación  ó cuando  ésta  haya  tomado  ciertas 
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proporciones,  siempre  que  el  polo  fetal  esté  bien  encajado,  si 
las  membranas  directamente  aplicadas  contra  él  contienen 
muy  poco  líquido  amniótico  interpuesto,  y durante  las  con- 
tracciones notamos  que  el  polo  fetal  así  recubierto  no  apoya 
sobre  los  bordes  del  orificio  uterino  y la  dilatación  no  pro- 
gresa, debemos  empezar  por  vigilar  atentamente  el  cuello,  y 
tan  pronto  como  comience  á espesarse,  ó simplemente  cuan- 
do transcurridas  algunas  horas  veamos  que  el  parto  no  avan- 
za nada,  debemos  romper  las  membranas , cansa  única  del  re- 
tardo, para,  favorecer  el  contacto  directo  del  polo  fetal  sobre  el 
cuello , y su  dilatación  se  completará  rápidamente. 


UN  CASO  DE  UTERO  Y VAGINA  DOBLE 


POR  EL 

TyR.  pAMO/N  PALACIO 

(habana, cuba) 


Señor  Presidente: 

Señores: 

Voy  á someter  á vuestra  ilustrada  consideración  un 
curioso  caso  ginecológico  de  vicio  de  conformación  de  la  vagi- 
na y el  útero  y en  el  que  existía  al  mismo  tiempo  una  rara 
anomalía  de  la  uretra. 

Desde  que  esta  enferma  tuvo  tres  años  de  edad  empezó 
á quejarse  de  ciertos  dolores  al  lado  izquierdo  del  bajo  vientre, 
los  cuales  aumentaban  cuando  caminaba  más  de  lo  habitual 
en  ella. 

A los  15  años  tuvo  su  primera  menstruación,  siendo 
sumamente  dolorosa  y muy  abundante,  pasando  luego  un 
período  de  un  año,  próximamente,  sin  ver  aparecer  su  flujo 
sanguíneo. 

Después  de  esta  fecha,  nos  dice  la  paciente  que  nunca 
tuvo  más  suspensión;  pero  que  en  cambio  los  dolores  aumen- 
taban, teniendo  que  pasar  en  cama  los  días  que  duraban  sus 
reglas. 

La  mayoría  de  las  veces  tenía  que  recurrir  á las  inyec- 
ciones de  morfina  para  mitigar  sus  sufrimientos. 

A los  18  años  contrajo  matrimonio  y desde  entonces  em- 
pieza una  época  aun  de  más  molestias  para  ella. 

Los  períodos  se  hacían  materialmente  intolerables,  ha- 
biendo intentado  en  más  de  una  ocasión  contra  su  vida. 

El  coito  era  muy  molesto  y no  experimentaba  placer  de 
ninguna  clase. 


149 


A los  cinco  meses  de  casada  fueron  llamados  dos  distin- 
guidos compañeros  en  momentos  que  la  enferma  tenía  una 
fuerte  hemorragia  y grandes  dolores,  habiendo  opinado,  según 
ella,  los  referidos  compañeros  que  se  trataba  de  un  aborto, 
como  así  lo  deducían  por  el  producto  expulsado  y los  síntomas 
observados. 

Habitualmente  padecía  de  estreñimiento.  Ultimamente 
se  le  presentó  un  flujo  bastante  abundante  y de  un  color  ama- 
rillo-verdoso. 

Atendiendo  á esto  último  y á los  dolores  que  (sobre  la 
región  lumbar  y bajo  vientre),  le  molestaban  en  los  días  que 
la  examiné,  me  figuré  que  podía  tratarse  de  una  endometritis 
catarral  y que  quizás  con  un  raspado  del  útero  podía  ponerse 
bien. 

Practicado  el  reconocimiento  varié  de  opinión,  encontran- 
do una  doble  vagina,  y que  la  uretra  iba  á desembocar  por 
dentro  de  la  del  lado  izquierdo. 

Por  el  tacto  encontré  en  la  vagina  izquierda  un  cuello  de 
útero. 

Por  condiciones  ajenas  á mí  voluntad  no  practiqué  la 
medición  con  el  histerómetro. 

Por  la  palpación  bi-manual  no  logré  nada  de  particular, 
si  bien  es  verdad  que  las  paredes  del  vientre  eran  enormemente 
gruesas  y resistentes. 

Dado  lo  expuesto  consideré  oportuno  someter  á esta  en- 
ferma á una  laparatomía,  con  el  objeto  de  extirpar,  en  caso 
necesario,  la  trompa  y ovario  del  lado  izquierdo  (que  eran  siem- 
pre los  dolorosos)  ó que  nos  permitiera  ver  el  estado  del  útero 
y anexos  por  si  existía  alguna  anomalía  en  relación  con  lo 
que  ya  habíamos  observado  por  parte  de  la  vagina. 

Conforme  con  este  criterio  procedí  el  día  3 de  Marzo  úl- 
timo á la  operación. 

Abiertas  que  fueron  las  capas  abdominales  más  externas 
por  un  corte  que  dimos  desde  dos  dedos  por  debajo  del  ombli- 
go, hasta  la  sínfisis  del  pubis,  pronto  nos  encontramos  con  la 
cubierta  peritoneal,  en  la  cual  había  numerosas  adherencias  del 
epiploon  y asas  intestinales,  por  lo  que  filé  delicada  la  incisión 
de  esta  capa.  La  supuración  de  las  mismas  fué  realizada  con 
relativa  facilidad,  procediendo  enseguida  á poner  la  enferma  en 
posición  de  Trendelenburg  por  molestar  mucho  el  intestino  que 
pugnaba,  por  decirlo  así,  por  salir  de  los  labios  de  la  herida. 
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Introducida  una  mano  en  la  cavidad  abdominal,  nos  en- 
contramos con  dos  masas  duras  y redondeadas  que  parecían 
dos  fibromas  de  pequeñas  dimensiones;  pero  bien  pronto  apre- 
ciamos que  no  eran  otra  cosa  que  dos  cuerpos  uterinos.  Por 
detrás  de  estos  dos  úteros  encontramos  la  trompa  derecha  en 
extremo  dilatada  y llena  de  líquido,  y enrollado  al  ovario  del 
mismo  lado  el  apéndice  que  medía  cerca  de  quince  centíme- 
tros y que  estaba  bastante  engrosado. 

El  ovario  y la  trompa  estaban  fuertemente  adheridos  al 
intestino,  siendo  una  labor  en  extremo  difícil  y peligrosa  el 
separarlas,  siendo  en  esta  maniobra  rota  la  trompa  que  dio 
salida  á cerca  de  dos  litros  de  un  líquido  de  color  muy  obscu- 
ro, el  que  no  llegó  á caer  en  la  cavidad  peritoneal  gracias  á 
lo  bien  dispuesto  que  tenía  las  compresas. 

El  otro  ovario  era  grande  y algo  quístico,  siendo  su 
trompa  bastante  gruesa. 

Dadas  las  condiciones  especiales  del  caso  pensé  que  el 
tratamiento  más  radical  sería  una  láparo-histerectomía  total 
con  destrucción  del  tabique  vaginal. 

Empezamos  por  ligar  el  ligamento  redondo  y trompa  y 
ovario  del  lado  izquierdo,  teniendo  libre  por  este  lado  á los 
úteros  y pasando  enseguida  al  lado  derecho  para  hacer  la 
misma  operación,  siendo  ésta  tan  fácil  como  rápida  en  lo  re- 
ferente al  ligamento  redondo,  pero  muy  larga  y laboriosa  en 
la  trompa  y ovario,  pues  tuvimos  que  seguir  separando  múl- 
tiples adherencias  para  sacar  todo  el  saco  quístico  formado 
por  la  trompa  dilatada. 

El  apéndice,  como  ya  hemos  dicho,  estaba  muy  enrolla- 
do al  ovario  derecho  y fué  preciso  extirparlo. 

Tallamos  un  colgajo  peritoneal  anterior  y otro  posterior 
siendo  decorticados  y separando,  como  era  natural,  en  el  an- 
terior, la  vejiga  urinaria,  pasando  enseguida  á hacer  las  liga- 
guras  de  las  arterias  uterinas,  lo  que  resultó  difícil  dada  la 
profundidad  y condiciones  donde  teníamos  que  trabajar. 

Perforamos  la  vagina  sirviéndonos  de  guía  una  pinza 
curva,  que  un  ayudante  había  introducido  en  la  misma,  y 
teniendo  al  poco  rato  libre  los  úteros  por  medio  de  unos 
cuantos  golpes  de  tijera  dados  en  la  inserción  vaginal. 

Limpia  la  vagina,  practicamos  primero  nna  sutura  de  la 
misma  y luego  la  del  suelo  peritoneal  pelviano,  dejando,  por 
lo  tanto,  incomunicadas  las  cavidades  abdominal  y vaginal. 


El  vientre  fué  suturado  en  tres  planos.  El  primer  día  lo 
pasó  bien,  no  teniendo  vómitos  y orinando  perfectamente. 

En  los  días  siguientes  se  vio  muy  molesta  por  fiebres,  de 
naturaleza  palúdica,  que  al  fin  cedieron  con  un  método  apro- 
piado. En  estos  mismos  días  tuvo  varias  manifestaciones  de 
orden  histérico. 

A los  ocho  días  se  le  quitaron  los  puntos  de  sutura, 
siendo  la  cicatrización  de  la  piel  por  segunda  intención. 

EXAMEN  DE  DA  PIEZA  ANATOMICA 

De  exprofeso  he  dejado  ciertos  detalles  que  podía  haber- 
los dado  á conocer  en  otro  lugar  del  trabajo,  para  tratarlos 
con  más  detenimiento  en  esta  parte  y para  que  así  resulte 
más  ordenado  el  examen  anatómico  de  la  parte  extirpada. 

Antes  de  entrar  á describir  los  úteros,  me  parece  conve- 
niente decir  algo  respecto  á las  vaginas. 

Estas,  como  ya  hemos  dicho,  eran  dos,  una  derecha  y 
otra  izquierda,  siendo  mayor  la  de  este  último  lado,  ofrecien- 
do por  lo  demás  los  caracteres  normales  y propios  de  ella, 
siendo  bastante  ámplia  y de  gran  longitud,  al  fondo  de  la 
cual  y por  el  tacto,  notábamos  un  cuello  de  útero  ancho,  duro 
y poco  prominente. 

La  otra  vagina,  era  de  casi  iguales  proporciones  aunque 
un  poco  menos  ancha,  siendo  su  entrada  jnás  estrecha,  te- 
niendo una  longitud  bastante  grande  y apreciando  por  el  tac- 
to en  el  fondo  de  la  misma,  otro  cuello  de  útero  más  pequeño 
que  el  izquierdo  y al  parecer  con  un  orificio  de  entrada. 

La  uretra,  como  ya  hemos  dicho,  ofrecía  una  curiosísima 
disposición,  pues  desembocaba  dentro  de  la  vagina  izquerda 
á unos  tres  centímetros  de  su  entrada,  describiendo  una  fuer- 
te curva  de  convexidad  anterior,  midiendo  cuatro  centímetros 
y haciendo  penoso  el  cateterismo. 

Los  úteros  eran  dos  bien  formados,  un  poco  más  grande 
el  izquierdo,  teniendo  los  siguientes  caracteres  externos: 
cuerpos  y fondos  bien  apreciables,  perfectamente  separados 
estos  últimos,  notándose  por  las  caras  anterior  y posterior  un 
surco  bien  marcado  entre  los  órganos  uterinos. 

Los  cuellos  eran  dos  también,  uno  derecho  más  pequeño, 
con  su  orificio  ciego  y el  otro  más  grande,  grueso,  y con  su 
orificio  de  entrada  normal. 
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El  ovario  izquierdo  era  muy  grande  y afecto  de  degene- 
ración quística,  siendo  además  muy  duro  en  ciertos  puntos. 
La  trompa  gruesa  y dura. 

El  ovario  derecho  era  más  pequeño  y friable,  pues  se 
desgarraba  con  la  menor  tracción  sobre  él. 

La  trompa  derecha  enormemente  dilatada,  de  color  os- 
curo, superficie  brillante  y ocupando  la  parte  superior  de  los 
úteros  con  los  que  mantenía  adherencias. 

El  apéndice  era  mny  largo,  pués  medía  cerca  de  quince 
centímetros,  estando  arrollado  y fuertemente  adherido  al  ova- 
rio y trompa  derecha. 

Con  un  histerómetro  penetré  por  el  orificio  del  cuello 
que  correspondía  á la  vagina  izquierda,  siguiendo  perfecta- 
mente el  canal  uterino,  el  que  describía  una  curva  de  conca- 
dad  exterior.  Tratando  de  penetrar  por  el  orificio  del  otro 
cuello,  me  convencí  que  era  imposible  y entonces  exploran- 
do otra  vez  en  el  cuello  izquierdo,  pude  penetrar  en  otro  ori- 
ficio que  me  condujo  al  interior  del  útero  derecho,  pudiendo 
entonces  apreciar  bien  la  disposición  de  los  conductos  y ob- 
servar que  el  del  lado  derecho  desembocaba  lateralmente  en 
el  izquierdo  por  dentro  del  cuello,  no  siendo  apreciable  más 
que  por  una  exploración  detenida  y en  las  condiciones  que  la 
realizamos. 

Practicados  con  el  bisturí  cortes  profundos  por  las  par- 
tes laterales  de  los  úteros,  se  pudo  apreciar  aún  mejor  la  dis- 
posición antes  señalada.  En  efecto,  los  dos  úteros  estaban 
bien  formados  por  su  interior,  pudiendo  apreciar  en  cada  uno 
de  ellos,  ciertos  caracteres  normales,  tales  como  el  árbol  de 
la  vida.  Parte  de  los  cuerpos  estaban  separados  completa- 
mente por  un  grueso  tabique,  haciendo  de  este  modo  inde- 
pendientes ambas  cabidades  interinas. 

Al  orificio  ciego  del  cuello  derecho,  poco  le  faltaba  para 
ser  completo. 


TREATMENT  OF  SUPPURATIVE  DISEASES 

OF  THE 

UTERINE  APPENDAGES  IN  RELATION  TO  CONSERVATIVE  SURGERY 

BY 

J.  A.  STO'D'DA'R'D 

(COLORADO  ) 


Mr.  Chairman  and  GenteEmen: 

The  principal  considerations  which  have  influenced  me  in  choosing  this  as 
the  subject  of  a paper  to  be  presented  to  the  section  on  Gynecology  and  Abdomi- 
nal Surgery  of  this  Pan  American  Medical  Congress  are  two-fold:  First: — That 
from  the  expression  of  opinions  of  men  of  undoubted  ability  and  international 
reputation,  I should  gain  knowledge  to  be  applied  advantageously  in  my  every  day 
work,  and  Second:  — That  I might  raise  my  voice  though  feeble,  against  the 
tendency  which  seems  to  be  abroad  among  the  profession,  that  of  divorcing 
Conservatism  and  Surgery. 

I do  not  wish  you  to  infer  that  I believe  that  the  surgeon  of  to-day  lacks  the 
elements  of  conservatism  to  such  a degree  as  to  permit  him  to  remove  a healthy 
organ  unnecessarily.  Conservatism  does  not  consist  in  the  act  of  leaving  unremov- 
ed everything  that  can  be  left,  neither  does  it  consist  in  the  act  of  removing  every 
organ  or  part  which  is  not  of  vital  importance. 

Since  Tait’s  brochure  on  diseases  of  the  uterine  adnexa,  much  that  was 
mysterious  and  unknown  even  to  him,  has  been  made  clear  in  the  light  of  scien- 
tific research.  The  French  School  not  to  be  outdone  made  many  rash  moves  and 
statements,  which  while  they  did  some  harm,  certainly  did  much  good,  in  showing 
us  at  least  what  to  avoid. 

The  names  of  such  men  as  Martin,  Bantock,  Price,  Kelly,  Coe  and  others, 
have  shone  brilliantly  in  work  and  writing  in  this  connection ; but  to-day  while  the 
pathology  of  these  diseases  is  correctly  understood  by  a large  number  of  the  pro- 
fession, still  there  is  not  that  knowledge  of  treatment  or  skill  in  operative  work, 
even  among  specialists  in  this  line,  that  we  expect,  and  for  which  we  hope. 

It  would  be  very  much  out  of  place  for  me  to  give  a detailed  account  of  the 
technique  of  operations  for  the  relief  of  diseased  ovaries  and  tubes.  We  will  rele- 
gate didactics  to  the  schools,  and,  if  you  please,  I will  attempt  to  point  out  some 
of  the  wrong  teachings,  which  have  done  and  are  still  doing  so  much  harm. 

In  suppurative  diseases  of  the  tubes,  we  are  taught  by  some  of  our  authorities, 
that  an  attempt  should  be  made  to  press  this  inflammatory  matter  into  the  uterine 
cavity,  by  bi-manual  manipulation.  Now  with  our  knowledge  of  the  histology  of  the 
tube  in  health,  and  its  pathology  when  filled  with  pus,  if  we  pause  to  consider  for 
one  moment,  we  will  see,  not  only  the  utter  uselessness,  but  the  grave  danger  of 
such  procedure.  Not  one  of  us  who  has  seen  a pus  tube,  but  found  its  lining  com- 
pletely and  irrevocably  destroyed,  and  this  in  the  mildest  case.  When  a tube  has 
been  filled  with  pus  for  months,  the  fimbriated  ostium  has  become  occluded  and 
adherent  in  some  false  position,  inflammatory  exudate  has  been  poured  out  and 


154 


organized,  so  that  landmarks  are  obliterated  or  obscured,  we  are  told  by  some  to 
break  up  adhesions,  so  as  to  free  the  tube,  resect,  and  wash  it  out  for  the  sake  of 
conservative  surgery. 

Again,  we  are  told  by  some  who  are  considered  authority,  that  when  we  find 
an  abcessed  tube  or  ovary,  which  can  be  evacuated  by  vaginal  incision  it  should  be 
done  for  the  sake  of  conservatism.  This  is  correct  only  in  so  far  as  it  is  a means  of 
immediate  relief  where  some  cogent  reasons  exist  why  a more  radical  operation 
should  not  be  done. 

Some  go  so  far  as  to  advise  the  removal,  almost  without  exception,  of  diseas- 
ed appendages,  by  the  “Vaginal  route.”  Given  a capacious  vagina,  diseased  tubes 
and  ovaries  of  small  size  without  adhesions,  the  “Vaginal  route”  is  usually  the  one 
to  be  chosen ; but  where  we  find  the  pelvic  viscera  bound  down  by  inflammatory 
adhesions,  it  matters  not  what  may  be  the  nature  of  the  disease  which  affects  the 
appendages,  to  attempt  removal  through  the  vagina,  is  an  injustice  to  the  patient 
and  an  injury  to  conservative  surgery. 

Some  teach  that  bi-manual  massage  is  the  proper  method  inmost  cases.  Now 
I do  not  hesitate  to  say  and  without  fear  of  contradiction , that  where  a suppurative 
process  exists  in  tube  or  ovary,  massage  is  a crime  as  well  as  a delusion  and  a 
snare.  We  might  persuade  ourselves  that  adhesiones  can  be  broken  up  and  im- 
prisoned organs  freed  from  false  positions,  by  this  method,  but  it  is  more  than 
absurd,  too,  for  one  moment  deem  it  possible  to  thus  get  rid  of  the  smallest  amount 
of  pus,  which  may  occupy  the  position  of  what  once  was  an  ovary  or  tube.  I have 
seen  this  attempted  with  the  most  calamatous  results;  viz;-rupture  of  the  pus  sac 
and  fatal  peritonitis  following. 

Curettage  of  the  uterus  with  a view  of  curing  a pus-tube  has  been  and  is 
still  practiced  by  many  leading  positions  in  the  profession.  This  is  doubtless  due 
to  a want  of  conception  of  the  true  pathology  of  the  conditions  existing,  and  a 
blind  following  of  a theory  which  has  nothing  to  commend  it,  but  the  illustrious 
names  of  some  of  its  promulgators. 

The  curette  has  done  much  harm  in  the  hands  of  the  most  skilful,  and  when 
we  consider  that  every  man,  who  has  the  right  to  put  M.  D.  after  his  name,  and 
some  who  have  not,  possesses  one  of  these  instruments  and  uses  it  or  them  on 
almost  any  and  every  occasion,  we  may  well  shudder  and  pray  for  better  teaching 
in  all  our  Medical  schools  from  Canada  to  Cape  Horn. 

It  is  a mistake  to  attribute  to  electricity  the  virtues  many  claim  for  it.  The 
weight  of  opinion  the  world  over,  is  that  the  use  of  electricity  has  done  little  good 
and  much  harm,  and  that  too  when  used  by  men  who  thoroughly  understand  its 
therapeutic  application,  but  when  we  consider  the  many  who  use  this  agency 
without  any  knowledge  of  its  proper  light. 

True,  there  are  some  men  of  ability  who  claim  for  this  agent  some  excellent 
if  not  wonderful  results,  but  against  these  are  arrayed  a long  list  of  the  most 
eminent  men  who  ever  graced  the  profession  of  medicine,  men  of  honor,  men  of 
science  and  men  of  research,  who  after  having  given  this  a fair  trial,  have  discard- 
ed it  as  useless  if  not  positively  harmful.  They  tell  us  certainly  of  cases  of  cure  by 
electricity,  but  so  have  we  heard  of  cancer  cured  by  Christian  Science  and  falling 
sickness  by  faith  cure. 

The  question  of  abdominal  drainage  very  properly  enters  into  the  subject  of 
this  paper.  Some  of  the  most  skilled  and  successful  operators,  resort  to  drainage 
as  a matter  of  routine.  Why  they  do  this  must  be  answered  perhaps  by  the  guilty 
parties.  There  is  no  doubt  but  drainage  is  very  seldom  necessary,  when  an  abdomi- 
nal incision  has  been  made,  before  a general  peritonitis  is  present,  and  when  neces- 
sary it  is  perhaps  better  to  neglect  it.  We  will  in  most  cases  give  access  to  more 
germs  than  we  will  get  rid  of  by  any  method  of  drainage.  It  is  only  an  evidence  of 
work  unfinished  or  of  uncertainty  of  proper  technique  on  the  part  of  the  surgeon. 
It  is  a relic  of  the  age  before  septic  surgery.  It  increases  the  liability  to  ventral 
hernia,  and  is  an  absolutely  certain  method  of  forming  adhesions  which  will  surely 
make  a slower  recovery  and  may  prevent  a complete  restoration  to  health  of  our 
patient.  It  is  not  conservative  to  drain  away  several  ounces  of  serum  through  a 
strip  of  gauze,  when  a proper  peritoneal  toilet  will  render  it  quite  unnecessary,  and 
the?i  it  does  not  drain. 

The  avidity  with  which  we  adopt  a fad  or  fallacy,  particularly  if  it  should  be 
placed  on  file  by  one  of  another  nationality  than  our  own,  is  so  marked  a charac- 


teristic  of  the  members  of  our  profession  as  to  elicit  remark  from  many  of  the  laity, 
and  in  our  cooler  moments  to  receive  our  own  condemnation.  That  great  French 
neurologist  after  having  spent  a life-time  filled  with  the  discovery  of  the  most 
useful  knowledge,  when  he  was  in  his  dotage,  so  distorted  a certain  line  of  research 
which  is  of  such  inestimable  value  to-day,  as  to  almost  disgrace  him  in  the  eyes  of 
his  professional  confreres.  But  the  fad  was  followed  by  hundreds  of  medical  men 
to  their  own  detriment  and  to  the  degradetion  of  the  profession  at  large.  The  same 
is  true  to-day  in  relation  to  the  “Vaginal  route’’  for  operations  for  the  removal  or 
cure  of  diseased  appendages;  and  in  the  time  to  come,  those  who  will  take  up  the 
works  which  we  must  all  soon  lay  down,  wTill  regret  that  we  were  led  into  these 
dark  an  narrow  channels,  for  the  purpose  of  having  our  names  inscribed  on  the 
tablets  of  fame,  as  one  of  those  who  practiced  the  “Vaginal  route.”  The  less  we 
follow  fads  the  less  cause  we  will  have  to  regret,  and  the  more  closely  we  follow 
the  line  of  common  sense  which  is  draw  n by  a thorough  auatomical  and  histologic- 
al knowledge,  the  more  certainly  wrill  we  appreciate  the  pathologic  deviations 
therefrom,  and  the  better  be  enable  to  accomplish  by  dexterous  and  careful  manipu- 
lations, the  end  in  view7,  viz;-the  restoration  to  health  of  our  patient  vvith  the 
smallest  degree  of  mutilation  possible. 

The  matter  of  anti-septics  and  asepsis  is  necessarily  a subject  for  discussion 
in  a paper  of  this  kind.  I am  well  aw7are  that  anti-septics  play  but  a very  un-itn- 
portant  role  in  operative  procedure  for  relief  or  cure  of  diseased  appendages,  yet  it 
is  quite  essential  to  have  some  certain  and  safe  anti-septic  at  hand  during  every 
operation.  When  the  tube  has  been  removed,  the  part  beyond  the  ligature  should  be 
rendered  sterile  and  this  can  only  be  accomplished  safely  by  the  application  of 
some  germ  destroyer,  chemical  or  other,  the  actual  cautery  being  the  best.  The 
use  of  anti-septic  solutions  for  the  preparation  of  the  patient  or  for  the  hands  of 
the  operator  or  his  assistants  is  most  reprehensible,  and  the  surgeon  who  finds  it 
necessary  to  use  these  solutions  in  order  to  quiet  his  conscience,  most  likely  has 
his  conscience,  so  steeped  in  the  oil  of  ignorance,  as  to  prevent  any  watery  solution 
from  reaching  even  that,  and  he  had  better  do  some  experimental  work  with  some 
of  the  so  called  anti-septic  solutions.  The  expression  “cleanliness  is  next  to  godli- 
ness” while  not  attributable  to  the  inspiration  of  Holy  writ,  is  certainly  worthy 
of  occupying  a prominent  position  among  the  rules  which  serve  to  guide  the  life 
and  actions  of  the  surgeon  in  this  line  of  work.  It  is  so  almost  utterly  impossible, 
for  the  average  individnal  to  get  any  comprehension  of  surgical  cleanliness,  into 
his  mental  make-up,  that  we  do  not  wonder  that  the  average  student  grasps  his 
diploma,  with  a very  hazy  idea,  of  what  it  means  to  be  surgically  clean.  And 
especially  is  this  true  wrhen  his  teaching  is  not  up  to  the  average,  and  his  sense  of 
responsability  is  of  a low  order.  It  requires  more  than  a smattering  knowledge  of 
anatomy,  physiology,  histology  and  kindred  branches,  more  even  than  a scientific 
knowledge,  to  make  a surgeon. 

The  choice  of  ligature  and  suture  material  tests  the  patience  and  endurance 
more  than  almost  anything  else.  Cat-gut  is  the  ideal  material  for  both  suture  and 
ligature,  if  we  can  be  sure  that  it  is  sterile.  I,  in  common  with  many  of  you,  have 
tried  every  make  and  preparation  of  this  material  and  yet  we  never  use  it  without 
fear  and  trembling,  and  when  we  do  use  it  usually  our  worst  fears  are  realized. 
Kangaroo  tendon  when  properly  prepared  is  perfectly  safe,  but  outside  the  larger 
cities,  it  is  not  always  possible  to  have  a supply  on  hand.  For  external  sutures  there 
is  nothing  to  take  the  place  of  silk-worm-gut,  but  it  should  not  be  used  for  buried 
suture  or  ligature.  I have  been  using  lately  and  with  satisfaction  and  success,  the 
tendons  from  the  tail  of  the  ordinary  musk-rat.  I prepare  it  as  I would  the  kangaroo 
tendon,  and  use  it  as  ligatures  in  the  abdominal  cavity  as  well  as  for  buried  sutures 
in  closing  up  the  abdominal  wound.  In  tying  large  pedicles  I would  prefer  silk  as 
the  musk-rat  tendon  is  not  very  stout. 

A few  words  in  regard  to  the  teachings  in  our  Medical  Schools.  In  many 
cases  it  is  pernicious  and  misleading.  A very  prominent  teacher  in  America,  in 
speaking  on  “suppurative  diseases  of  the  appendages,”  said,  “Fetus  suppose, 
however,  that  the  pus  sac  has  no  extensive  outlying  system  of  adhesions,  but  on 
the  contrary,  has  an  inch  or  more  of  free  peritoneal  cavity  between  it  and  the  ab- 
dominal wall.  Shall  we  endeavour  to  drag  it  up  to  face  the  wall,  or  shall  we 
endeavour  to  create  a system  of  adhesions  between  the  sac  and  the  wall,  thus  imi- 
tating nature?  Most  surely  the  latter  is  the  proper  course;  therefore  open  down  to 
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the  sac,  expose  its  surface  freely,  then  pack  gauze  from  this  surface  to  and  through 
the  abdominal  incision;  leave  it  forty -eight  hours,  then  remove.  At  this  sitting 
empty  the  sac,  open  it  freely,  cleanse  and  drain  it  along  the  safe  walled  passage 
your  gauze  has  made  for  you.”  He  also  advises  pan -hysterectomy  where  the 
abdomen  is  opened  for  suppurative  diseases  of  the  appendages.  Now  this  is  fadism 
run  riot.  Conservatism  here  doth  hide  its  head.  Surgery  has  received  a solar  plexus 
blow.  Hundreds  perchance  attempt  to  follow  this  advice  to  their  own  disquietude. 
Valuable  lives  are  lost  or  rendered  miserable  or  valueless,  and  the  noble  art  of 
surgery  staggers  to  its  corner  to  be  refreshed  from  the  bottle  of  retro- spection,  or 
the  larger  decanter  of  the  future. 

I have  perhaps  said  enough  to  justify  my  subject,  and  in  closing  will  only 
add  that  it  is  not  conservative  to  attempt  the  “Vaginal  route”  in  cases  of  pyo- 
salpinx,  neither  is  it  conservatism  to  make  an  incision  through  the  abdominal 
wall  for  the  removal  of  a small  cyst  of  the  ovary  where  no  adhesions  exist.  It  is 
not  conservative  to  leave  in  the  pelvis  a large  amount  of  tissue  to  slough  away 
because  the  operator  has  committed  himself  as  being  a follower  of  the  “Vaginal 
route”  fad;  neither  is  it  conservatism  to  ignore  the  “Vaginal  route”  for  pelvis 
drainage  in  cases  of  large  collections  of  pus  in  the  pelvis  outside  of  the  ovaries  and 
tubes.  It  is  not  conservative  to  teach  one  method  ignoring  or  repudiating  all 
others;  neither  is  it  conservatism  to  draw  a pus  tube  through  a vaginal  incision, 
wash  it  out  after  opening  the  occluded  fimbriated  end  and  replace  it  inside  the 
peritoneai  cavity,  only  for  the  sake  of  doing  something  new  and  startling,  and 
placing  the  operators  name  before  the  public.  It  is  not  conservative  to  remove  the 
Uterus  in  order  to  gain  access  to  the  tubes  and  ovaries;  neither  is  it  conservatism 
to  pronounce  a case  “inoperable”  because  we  have  attempted  work  for  which  we 
are  not  prepared. 

“Science,  knowledge,  heart  and  conscience”  are  the  great  pre-requisites, 
which  go  to  make  the  true  surgeon,  and  it  should  be  our  laudable  ambition  to 
place  the  science  and  art  of  Medicine  and  Surgery  on  the  highest  possible  plane, 
and  this  can  only  be  done  on  the  basis  of  conservatism  applied  to  our  every  day 
work,  our  writing,  our  teaching,  and  in  the  admission  of  students  into  our  insti- 
tutions of  Medical  learning, 


A NEW  METHOD  FOR  THE  RADICAL  CURE  OF  HERNIA 


BY 

DR.  E.  wg  LLgS  A/NDREWS 

( CHICAGO ) 

The  technique  I wish  to  describe  is  an  evolution  from  my  experience  with 
nearly  every  herniotomy  known  and  especially  the  later  ones  such  as  Bassini’s 
operation.  So  far  from  being  very  original  it  is  frankly  based  on  work  of  Henry 
O.  Marcy,  Macewen  andBassini,  and  departs  from  them  only  as  a result  of  patient 
trial  at  the  operating  table. 

There  is  no  detail  of  my  method  which  has  not  been  devised  specifically  to 
meet  a need  and  no  step  of  it  but  has  stood  the  test  of  some  hundreds  of  successful 
cases. 

While  desiring  to  hold  fast  to  the  valuable  features  of  Bassini’s  method  yet 
I feel  that  the  imbrication  principle  which  I introduce,  by  which  the  several 
layers  are  reinforced,  so  far  modifies  the  technique  that  it  becomes  as  different 
from  all  other  operations  as  they  are  from  each  other  and  therefore  “A  new 
operation.” 

With  Dr.  Henry  O.  Marcy  1870  began  the  systematic  use  of  animal  absorbable 
ligature  material  and  a consistent  effort  to  close  the  internal  ring.  These  results 
were  published  in  1871.  He  also  read  a carefully  prepared  paper  emphasising  the 
essential  points  of  the  modern  open  methods  as  clearly  as  any  modern  writer  at  the 
International  Medical  Congress  in  London  1881. 

Bassini  himself  was  present  and  I am  told  by  Dr.  Marcy  that  at  this  time  he 
had  never  operated  for  hernia. 

Unfortunately  in  the  transactions  only  a brief  abstract  of  this  paper  is  given, 
but  it  emphasises  the  closure  of  the  internal  ring,  and  the  reconstruction  of  the 
obliquity  of  the  canal  by  buried  animal  suture. 

Macewen  is  assigned  by  Bassini  a certain  amount  of  credit  for  boldly 
attaching  the  deeper  ring.  It  was  Bassini’s  perfected  herniotomy,  however,  which 
become  most  generally  popular  and  this  popularity  is  now  most  deservedly 
widespread  even  in  Kocher’s  great  clinic  at  Berne  it  is  not  “Kocher’s  operation”  but 
Bassini,  which  is  usually  done  and  this  markedly  true  all  over  Europe.  Patients 
and  plysicians  visit  Padua  from  all  parts  of  the  world  to  see  Bassini,  and  the 
results  there  warrant  all  the  good  words  which  have  been  said  for  the  method. 

A luminous  contrast  is  afforded  if  we  compare  the  status  of  radical  cure 
about  a decade  ago  and  now.  The  old  operations  gave  innumerable  relapses, 
probably  over  50  percent,  and  a considerable  mortality  in  the  best  hands.  The  various 
methods  in  the  text  books  were  clumsy,  dangerous  and  inefficient.  Their  perfor- 
mance was  outside  the  province  of  all  best  expert  operators.  Now  90  or  95  percent 
of  cures  are  obtained,  the  mortality  is  nil  and  the  radical  cure  work  is  being  done 
by  hundreds  of  the  progressive,  younger  men  in  large  and  small  centers. 

Several  of  my  former  assistants  both  of  Mercy  Hospital  and  Michael  Reese 
Hospital  have  undertaken  herniotomies  upon  entering  private  practice  and  to  my 
knowledge  with  very  excellent  results. 

For  a report  of  Bassini’s  own  work  at  Padua  readers  are  referred  to  an  article 
by  the  writer  in  the  N.  Y.  Med.  Record  1899. 


The  imbrication  or  new  method  consists  of  an  overlapping  of  the  fascia 
instead  of  an  edge  to  edge  union,  so  that  the  aponeurosis  of  the  external  oblique  is 
drawn  behind  the  cord  while  the  lower  flap  is  drawn  up  in  front  of  it  thus  making 
a new  canal.  The  operator  should  be  very  precise  and  unvarying  in  all  his  steps,  so 
that  his  assistants  have  learned  exactly  what  to  do,  and  everything  proceeds  rapidly, 
the  average  duration  of  the  operation  being  about  twenty-two  minutes.  All  the 
usual  aseptic  and  antiseptic  precautions  are  strictly  observed. 

The  skin  and  subcutaneous  adipose  tissue  over  the  inguinal  canal  are  lifted 
up  into  a fold  about  two  and  one-half  inches  high,  crossing  the  direction  of  the 
inguinal  canal  at  right  angles.  A stroke  of  the  knife  parallel  to  the  canal  cuts  this 
fold  down  to  the  external  oblique  muscle.  A few  more  touches  divide  the  fibres  of 
the  external  oblique  muscle  in  a direction  parallel  to  their  course  and  expose  the 
canal.  The  lower  flap  of  the  external  oblique  fascia  is  then  raised  or  dissected  up 
by  the  handle  of  the  scalpel  as  far  as  Poupart’s  ligament. 

The  hernial  sac  is  opened  and  its  contents  reduced;  it  is  then  ligated  as  high 
up  as  possible.  The  finger  is  passed  into  the  internal  ring  and  gently  separates  the 
peritoneum  from  the  inner  surface  of  the  abdominal  wall  around  the  ring  for  a 
distance  of  about  two  centimetres  from  its  circumference.  The  sac  is  now  pulled 
down,  cut  off  below  the  ligature,  and  removed.  The  spermatic  cord  is  next  stripped 
of  lobules  of  fat,  lifted  temporarily  from  its  bed,  and  held  aside  by  retractors.  The 
internal  ring  is  repaired,  and  the  posterior  wall  of  the  canal  reconstructed  by  draw- 
ing down  all  the  muscles  and  fasciae  of  the  upper  flap  behind  the  cord  and  stitch- 
ing them  to  Poupart’s  ligament  below  by  mattress  stitches  in  the  following 
manner: 

1.  A needle  with  a suture  is  passed  from  without  inward  through  Poupart’s 
ligament,  and  then  upward  across  the  canal,  and  there  picks  up  the  upper  flap 
passing  from  within  outward  through  the  transversalis  fascia,  the  internal  oblique 
muscle,  or  conjoined  tendon,  and  emerges  through  the  external  oblique  aponeurosis 
thus  embracing  all  the  layers  of  the  abdominal  wall. 

2.  The  needle  now  returns  across  the  wound  parallel  to  its  former  course, 
and  emerges  again  from  Poupart’s  ligament  not  far  from  its  point  of  original 
entrance,  thus  making  a “staple,”  or  mattress,  stitch.  From  three- to  six  such 
stitches  complete  the  suture  line. 

3.  The  upper  two  stitches  are  tied  first,  and  the  pulse  of  the  cord  felt  before 
and  after  tightening  them,  to  make  sure  the  vessels  are  not  constricted.  The  remain- 
ing stitches  are  now  tied;  the  knots  will  all  be  outside  the  ligament,  and  a solid 
floor  is  made  for  the  inguinal  canal. 

4.  The  spermatic  cord  is  now  laid  on  this  fioor  and  the  lower  flap  of  the 
external  oblique  is  drawn  up  over  it  and  stitched  in  line.  By  this  imbrication,  or 
overlap,  the  cord  is  provided  with  a new  inguinal  canal,  having  a very  firm  wall 
behind  it.  The  skin  is  closed  with  a buried  suture  and  the  wound  sealed  without 
drainage. 

CONCLUSIONS 

1.  The  large  number  of  hernia  operations  preceding  Bassini  should  be  con- 
sidered obsolete. 

2.  “Open  operations”  or  those  in  which  the  inguinal  canal  is  explored  its 
full  length  are  the  only  reliable  ones. 

3.  Sac  disposal  (Macewen,  Kocher,  Hara)  is  only  an  incidental  and  not 
a decisive  factor  in  radical  cure. 

4.  The  plastic  repair  of  the  aponeuroses  is  far  more  important  than  the  sac 
treatment. 

5.  Bassini ’s  operation  most  nearly  restores  the  normal  relations  and  stands 
far  in  the  lead  of  all  other  methods  in  popularity. 

6.  Bassini’s  method  fails  to  give  a good  posterior  wall  in  large  hernias  and 
many  ingenious  methods  have  been  devised  to  supplement  it. 

7.  The  writer’s  technique  safely  and  surely  fills  this  defect. 

Halsted’s  modification  is  now  practically  abandoned  and  other  such  as 
Woelfler’s,  Frank’s,  Fowler’s,  etc.,  never  gained  much  favor. 


THE  SIMULTANEOUS  OCCURRENCE  OF 

EXTRA  AND  INTRA-UTERINE  PREGNANCY  AND  RECORD  OF  SIXTY  EIGHT  CASES 
COLLECTED  FROM  1708-1901 
BY 

E.  GUSTAVE  ZI/NKE,  M.  D. 

PROF,  obstetric  clinical  midwifery 

AT  THE  MEDICAL  COLLEGE  OF  OHIO,  MED.  DEPT.  OF  THE  UNIVERSITY 
OF  CINCINNATI,  O. 

A case  of  ectopic  gestation,  complicating  normal  pregnancy.  Celiotomy.  Re- 
covery. Uterine  pregnancy  uninterrupted.  Labor  at  term.  Mother  and  child  living. 

On  the  30th  of  June,  1899,  I was  called  to  see  Mrs.  B.,  aet.  23;  American; 
blond;  tall;  well  proportioned;  rather  pale;  very  intelligent  and  well  educated; 
married  15  months.  Had  measles,  mumps  and  entero-colitis  during  childhood. 
One  brother  aet.  21,  and  one  sister,  aet.  25,  living  and  in  good  health,  One  sister, 
aet.  6 months,  and  father,  aet.  50,  died  of  accident.  Mother  died  of  typhoid  fever 
at  40.  Father’s  father  died  aet.  92 . Father’s  mother  62.  Mother’s  parents  died  of 
typhoid  fever  aet.  45  and  26  respectively. 

HISTORY  OF  THE  CASE.  1 

Mrs.  B.  ceased  to  menstruate  March  25,  99,  and  was  supposed  and  proved 
to  be  pregnant  nearly  four  months  at  the  time  of  my  first  visit. 

During  the  week,  commencing  April  17th,  23  days  after  last  menstruation, 
she  felt  extreme  lassitude  and  general  indisposition.  Spent  most  of  her  time 
lying  down. 

April  22nd,  (28  days  after  menstruation)  she  was  suddenly  taken  ill  at  noon 
with  fever,  violent  headache,  cramps  in  the  knees,  severe  pains  in  the  bowels,  ex- 
cessive nausea,  vomiting  and  dysenteric  evacuations  at  intervals  of  an  hour.  She 
was  obliged  to  remain  in  bed  three  weeks;  both  nausea  and  vomiting  were  very 
bad  all  of  this  time.  Her  physician’s  diagnosis  was  catarrhal  dysentery. 

May  21st  to  28th  inclusive  (two  months  after  last  menstruation)  she  was  able 
to  be  up  and  around  though  vomiting  continued  and  was  especially  bad  in  the 
morning,  evening  and  during  night.  Pain  in  bowels  also  continued  paroxysmally, 
and  accumulation  of  gas  within  them  caused  extreme  suffering. 

May  29th,  8:00  A.  M.  Sudden  violent  lancinating  pain  in  the  right  inguinal 
region,  accompanied  by  unusually  severe  attacks  of  vomiting,  for  which  morphia 
was  used  hypodermically  and  laudanum  with  olive  oil  per  rectum,  Extreme  pallor. 
The  pain  was  attributed  to  the  passing  of  a stone  from  the  kidney.  At  7:00 
P.  M.  there  was  another  attack  of  pain  of  the  same  character  and  severity.  Cathe- 
ter had  to  be  used  to  relieve  distended  bladder.  At  9:00  P.  M.  Pains  growing  worse. 
The  rectal  injections  of  laudanum  were  increased  in  quantity  and  frequency. 
During  that  night  she  vomited  every  hour.  The  stomach  refused  to  retain  any- 
thing. A thorough  physical  examination,  made  at  this  time  by  her  physician, 


1 Taken  from  the  daily  notes  kept  by  the  patient  herself. 
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revealed  nothing  except  a painful,  pregnant  uterus.  Nourishment  consisted  of  egg- 
enemata  and  rectal  injections  of  normal  saline  solutions. 

May  30th,  2:00  P.M.  Another  very  severe  attack  of  extreme  pain  lasting 
almost  two  hours.  Great  pallor.  Treatment:  Laudanum  enemata  and  olive  oil  as 
it  before. 

May  31.  Somewhat  better.  Partook  of  some  ice  and  light  nourishment.  Pain 
in  the  right  side  still  present  and  quite  severe  during  micturition.  Result  of  a care- 
ful digital  examination,  made  by  her  physician,  again  negative  so  far  as  a tumor 
or  ectopic  gestation  is  concerned.  Neither  was  felt  or  suspected.  Patient  was  con- 
fined to  her  bed  for  three  weeks.  She  improved  slowly;  though  pain  remained  in 
the  right  side  and  became  exaggerated  when  she  attempted  to  be  upon  her  feet. 

June  14th.  Another  very  careful  investigation  of  the  case  was  made  by  her 
physician;  but  nothing  more  than  a tender  pregnant  uterus  could  be  determined. 

June  21st.  Patient  had  so  much  improved,  though  there  was  still  pain  in  the 
right  inguinal  region,  that  she  ventured  “down  town.”  On  her  return  the  pain 
became  very  bad  and  kept  her  awake  all  night.  Her  physician  having  gone  to  Eu- 
rope, she  simpty  remained  at  home  and  kept  quiet  from  that  time  till 

June  26th  (three  months  after  last  menstruation).  Pains  gradually  increas- 
ing and  paroxysmal.  Especially  severe  immediately  after  rising  in  the  morning. 

June  30th  the  writer  was  called  to  see  the  patient  while  at  the  house  of  one 
of  her  friends.  She  was  sitting  in  a chair  and  gave  the  history  of  her  illness  and 
description  of  her  suffering  in  a concise,  clear  and  consistant  manner.  There  was 
no  attempt  at  exaggeration.  The  appearance  of  her  face  bore  testimony  of  the 
truth  of  her  story.  She  knew  herself  to  be  pregnant  and  appeared  to  realize  that 
her  case  was  an  unusual  one  from  the  beginning,  and  therefore  had  made  careful 
notes  of  all  the  symtoms  as  they  had  manifested  themselves  and  of  the  treatment 
received.  The  above  is  a brief  outline  of  the  same. 

Physical  examination  in  the  recumbent  posture  with  all  her  clothes,  except 
a nightgown,  removed;  with  legs  flexed  and  thighs  extended,  great  tenderness  and 
marked  resistance  was  discovered  upon  palpation  in  the  right  inguinal  region. 
Bimanual  examination  readily  revealed  the  existence  of  pregnancy  by  the  presen- 
ce of  softening  and  thickening  of  the  vaginal  mucous  membrane,  the  vaginal  pulse 
and  enlarged  semi-fluctuant  uterus.  The  latter  was  partly  pushed  toward  the  left 
by  a firm  and  tender  mass,  the  size  of  a large  hen-egg,  apparently  within  the  right 
broad  ligament.  The  nature  of  the  tumor  was  not  clear.  An  inflamed  ovarian  der- 
moid was  suspected. 

Patient  was  made  acquainted  with  my  view  of  her  case  and  an  immediate 
extirpation  of  the  “growth”  was  advised  as  the  best  treatment  notwithstanding 
(if  not  because)  of  the  existing  pregnancy. 

Patient  and  husband  were  satisfied.  Friends  suggested  counsel,  which  was 
accepted. 

July  3rd.  At  11:00  A.  M.  patient  had  another  very  violent  attack  of  pain. 
Dr.  G.  M.  Allen  was  then  called  in  consultation.  He  confirmed  my  diagnosis  and 
urged  removal  of  the  tumor.  There  was  another,  but  much  more  prolonged  seizure 
of  pain  at  5:00  P.  M. 

July  4th,  at  10:00  A.  M.  she  experienced  the  worst  attack  of  pain  she  had 
ever  had.  There  was  no  relief  for  two  hours.  The  following  day  she  was  taken  to 
the  German  Hospital. 

OPERATION 

July  7th,  (15  weeks  after  the  last  day  of  the  last  menstruation),  a 8:00  A.  M., 
celiotomy  was  performed,  under  the  usual  aseptic  precautions,  with  the  aid  of  my 
regular  assistant,  Dr.  Bushman,  the  internes,  and  the  presence  of  Dr.  G.  M.  Allen, 
the  consultant.  Chloroform  anaesthesia.  Trendellenburg  position. 

The  incision  was  made  directly  in  the  median  line  and  extended  from  the 
symphysis  to  the  umbilicus.  Owing  to  the  adhesions  between  the  mass,  uterus, 
omentum  and  anterior  abdominal  wall,  the  fundus  was  found  about  one  and  one- 
half  inches  above  the  symphysis.  As  soon  as  the  wound  separated  blood-coagula 
were  seen  underneath  the  omentum,  which  was  so  firmly  bound  down  between  the 
uterus,  the  tumor  and  the  lower  anterior  abdominal  wall,  that  I was  obliged  to 


LIBRARY 
OF  THE 

UNIVERSITY  OF  ILLINOIS 


TERCER  CONGRESO  MÉDICO  PAN-AMERICANO 


Front  view  of  tumor. 

A.  A.  A.  Ectopic  gestation  sac.— B.  B.  Broad  ligament.— C.  C.  C.  Adherent  omentum. 
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Cut  surface  of  the  tumor. 
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amputate  quite  a portion  of  it  before  it  was  possible  to  get  at  the  growth  itself.  As 
soon  as  the  blood  was  discovered  in  the  peritoneal  cavity,  the  possibiiity  of  ruptur- 
ed ectopic  gestation  suggested  itself.  Subsequent  investigation  proved  it  to  be  so. 
Before  the  operation,  I am  free  to  confess,  it  was  the  last  thing  expected.  After 
clamping  and  cutting  away  the  lower  portion  of  the  omentum,  the  coagula  were 
turned  out  and  the  tumor,  with  the  adhering  portion  of  the  omentum  was  prompt- 
ly separated  from  the  uterus  behind  and  the  abdominal  wall  in  front.  Its  pedicle 
was  then  plainly  seen  to  be  the  right  broad  ligament  and  the  Fallopian  tube. 
There  was  no  especial  trouble  in  tying  the  pedicle  close  to  the  uterus.  The  oozing 
from  the  surfaces,  both  upon  the  uterus  and  abdominal  wall,  was  promptly  arrest- 
ed by  pressure  made  with  aseptic  gauze-pads.  Catgut,  sterilized  with  other  and 
kept  in  alcohol,  according  to  Mann,  of  Buffalo,  was  used  for  ligatures  and  sutures. 
Duration  of  operation:  35  minutes,  Recovery  prompt  and  uneventful.  The  patient 
left  the  hospital  29  days  after  the  operation. 

The  following  is  the  report  of  a microscopic  examination  of  the  tumor  made 
by  my  friend  Dr.  J.  E.  Greiwe: 

“The  tumor-mass  of  which  Fig.  1 is  an  exact  reproduction  in  size,  is  found 
“to  be  situated  in  the  folds  of  the  right  broad  ligament.  The  peritoneal  surface  is 
“intact.  As  can  be  seen,  it  is  somewhat  oval  in  shape,  and  approaches  in  size  that 
“of  a hen’s  egg.  It  is  a solid  firm  mass  whose  surface,  anteriorly  as  well  as 
“posteriorly,  is  slightly  irregular  and  nodular. 

“The  object  of  the  examination  was  to  determine  microscopically  the  nature 
“of  the  tumor,  and  extra -uterine  pregnancy  being  suspected. 

“An  incision  was  made  into  the  mass  from  above  downward  and  rather 
“obliquely  from  left  to  right. 

“Fig.  2 represents  the  cut  surface  of  the  tumor,  from  which  a number  of 
“small  sections  have  been  removed  for  microscopic  examination.  On  making  this 
“incision  into  the  tumor-mass,  a small  oval  or  pea-shaped  body,  which  was  but 
’ 'slightly  attached  to  the  tumor  surface  of  the  cavity  in  the  central  part  of  the 
“tumor,  became  detached.  In  examining  Fig.  2 we  find  here  rather  a large  sized 
“cavity,  B,  B.  Reference  to  the  above  cut,  will  show  that  the  deeper  part  of  the 
“cavity  is  in  the  left  or  anterior  portion  of  the  tumor,  while  that  part  of  the  cavity 
“remaining  in  the  right  posterior  part  is  somewhat  more  shallow.  A further 
“examination  shows,  that  this  cavity  is  lined  with  a delicate,  smooth,  glistening 
“membrane.  At  a point  corresponding  to  A. A.  in  the  photograph,  it  will  be  seen 
“that  the  surface  is  very  irregular  and  modular  in  outline. 

“The  membrane  lining  this  cavity  can  easily  be  detached. 

“On  both  sides  of  the  section  can  also  be  seen  a large  dark  area  with  a well 
“defined  margin,  separating  itself  from  the  surrounding  tissue.  One  has  no 
“difficulty  in  establishing  this  dark  mass  to  be  a decidedly  firm  blood  clot.  A 
“point  of  interest  to  be  noticed  here,  is,  that  one  border  of  the  blood  clot  lies  in 
“direct  contact  with  the  membrane  lining  the  cavity  above  mentioned,  and  not 
“only  does  it  lie  in  contact  with  it,  but  it  causes  a slight  bulging  inward  of  the  wall 
“of  this  cavity.  Fig.  2 shows  the  size  of  the  cavity,  the  dimensions  of  the  blood 
“clot,  and  the  relative  position  of  these  parts. 

“The  small  round  body  mentioned  above,  escaping  from  the  cavity,  was 
“somewhat  larger  than  a pea,  firm  and  hard,  but  it  gave  no  clue  as  to  its  nature 
“until  microscopic  sections  were  made. 

“Macroscopically,  so  far  as  this  tumor-mass  is  concerened,  we  have  here 
“certain  features  which  correspond  very  well  to  what  we  may  suppose  to  be  a 
“foetal  sac  and  a large  blood  clot  arising  from  a rupture  of  some  of  the  numerous 
“vessels  in  such  vascular  area. 

“Microscopic  sections  of  these  parts  show  undoubted  evidence  of  both  foetal 
“and  maternal  structures. 

“Fig.  3 is  a photograph  of  the  first  section  made  from  a part  of  the  cavity 
“corresponding  to  point  marked  A.  fig.  2,  a part  described  as  being  irregular  and 
“slightly  nodular  in  outline,  differing  from  the  rest  of  the  cavity  lining  which  is 
“smooth  and  glistening.  No  more  furtunate  section  could  have  been  made,  since 
“it  demonstrates  what  seems  to  be  one  of  the  earliest  evidences  of  placental  devel- 
’ ’opment,  giving  a clear  picture  of  the  close  relation  of  maternal  and  foetal  structure 
“in  the  formation  of  villi.  We  have  here  one  of  the  earliest  stages  of  development, 
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”for  Ave  see  in  this  section  a row  of  straight  villi,  before  they  have  become  branched 
’’and  anchored  firmly  in  the  maternal  structures.  The  photograph  shows  eleven 
’’such  villi  making  their  way  into  the  decidua. 

”By  examining  with  the  higher  powers  of  the  microscope,  the  structure  of 
’’each  villus  can  easily  be  determined.  A small  delicate  blood  vessel  can  be  seen 
’’entering  at  the  base,  passing  to  the  tip  of  the  villus,  then  forming  the  loop  and 
’’again  leaving  at  the  base.  The  blood  vessel  is  sorrounded  by  masses  of  small, 
’’round  and  irregular  cells.  In  the  greater  portion  of  the  section  the  space  between 
’’villus  and  decidua  can  clearly  be  seen.  The  decidua,  in  contrast  to  the  poorly 
’’stained  cells  of  the  villus,  is  seen  to  be  made  up  of  well  stained  and  clearly  defin- 
”ed  cells  of  an  epithelial  character,  coming  in  this  case  from  the  mucous  membrane 
"lining  the  Fallopian  tube. 

"Other  sections  made  in  this  area  show  a later  and  further  development  of 
"the  villi,  where  the  foetal  and  maternal  structures  are  even  more  intimately  and 
"more  closely  connected  by  a branching  of  the  processes  in  this  manner  uniting 
"the  two  structures,  binding  them  closely  together,  a process  so  clearly  and  beauti- 
"fully  depicted  by  Leopold,  in  his  admirable  work  "Uterus  und  Kind.’’ 

"Sections  were  also  made  of  the  pea-shaped  body  which  fell  from  the  cavity, 
"in  making  the  first  incision  through  the  tumor.  These  shoAv  very  clearly  the  foetal 
"character  of  this  mass.  We  have  here  the  early  cartilagenous  structure  in  the 
"formation  of  the  vertebral  column  and  ribs.  Fig.  4,  v.  v,  v.  r.  r.  There  can  be 
’’little  difficulty  in  distinguishing  even  at  this  period  the  various  vertebra. 

"An  extremely  interesting  feature  in  all  the  sections  which  show  the  lower 
"vertebra,  is  the  presence  of  a rather  indefinite  cellular  mass  occupying  a space  in 
"front  of  the  vertebra.  Fig,  5,  C.  C.  It  would  be  impossible  to  give  a description 
"of  this  cellular  material,  but  in  the  middle  of  this  area  we  find  cross  sections  and 
"in  places,  longitudinal  sections  of  a convoluted  tubular  formation  lined  with  a 
"distinct  row  of  ephitelial  cells.  Whether  this  be  an  early  development  of  the  in- 
testine, we  are  not  willing  to  say  with  absolute  certainty. 

"We  have  here,  however,  sufficient  proof  of  the  character  of  the  tumor  found 
"in  the  right  broad  ligament.  The  diagnosis  of  ectopic  gestation  is  hereby 
"confirmed." 

Termination  of  Intra-Uterine  Gestation:  The  intra-uterine  pregnancy 
terminated  December  30th,  1889,  having  lasted  280  days,  counting  from  the  last 
menstruation,  March  25th,  1899.  All  the  suffering  the  patient  endured  previous  to  her 
coming  to  the  hospital,  the  opening  of  the  abdominal  cavity,  the  manipulation  and 
exposure  of  the  pelvis  and  abdominal  viscera  were  not  sufficient  to  interupt  the 
progress  of  pregnancy  or  shorten  its  duration  one  day. 

Patient  returned  to  the  hospital  December  20th  to  await  her  confinement. 
Labor  began  December  29th  at  11:00  P.  M.  and  was  terminated  by  the  aid  of  the 
forceps  at  10:00  A.  M.  December  30th,  1899. 

Presentation:  Vertex.  Position:  R.  O.  P. 

Duration  of  the  1st  stage,  9 hours 

— — — 2nd  — 2 — 15  minutes. 

— — — 3rd  15  — 


Total 11  hours,  30  minutes. 

The  principle  reason  for  applying  the  forceps  was  a severe  and  constantly 
increasing  pain  in  the  right  side  of  the  lower  abdomen.  The  right  broad  ligament 
having  been  removed  during  the  operation  six  months  ago,  the  uterus  was  minus 
its  strongest  support  on  that  side,  and  because  of  this  I was  apprehensive  of  rupture 
of  the  womb  on  this  side.  As  soon  as  the  head  was  brought  down  Avith  the  forceps 
upon  the  pelvic  floor,  it  could  be  easily  rotated  with  the  aid  of  the  instruments 
which,  as  soon  as  the  head  could  be  kept  in  the  second  position  (R.  O.  A),  were 
reapplied  and  kept  in  contact  with  the  head  until  the  occiput  had  hooked  under 
the  pubic  arch,  when  they  were  removed.  The  head  swept  over  the  perineum 
without  injury  to  this  structure,  but  the  shoulders,  the  anterior  one  coming  down 
first,  created  a rent  almost  into  the  bowel.  As  soon  as  the  placenta  had  been  deliver- 
ed, the  perineum  was  sewed  up  with  catgut,  and  union  by  first  intention  was  the 
result. 
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The  child  (a  boy)  measured  23  inches  in  length  and  weighed  exactly  12 
pounds. 

Three  weeks  later  the  patient  went  home,  a well  woman  and  a happy  mother 
with  a hale  and  hearty  baby. 


II 

COMMENTARY 

1.  When  did  ectopic  gestation  begin  in  this  case ? 

2.  When  did  rupture  of  the  ectopic  gestation  sac  occur? 

3.  What  was  the  time  and  cause  of  death  of  the  ovum? 

4.  Can  any  blame  be  attached  to  the  family  physician  for  not  making  a 
diagnosis? 

5.  What  it  is  the  history  of  these  cases  observed  and  reported  in  the  past? 

1.  When  did  ectopic  gestation  begin  in  this  case?  There  is  no  doubt  in  my 
mind  that  both  the  extra  and  intra-uterine  pregnancy  occurred  simultaneously. 
For  these  reasons:  (a)  There  was  no  indication  of  a corpus  luteum  of  pregnancy 
upon  the  left  ovary,  (b)  The  right  ovary  constituted  part  of  the  gestation  sac  and 
was  therefore  so  changed  and  destroyed  that  no  trace  of  a corpus  luteum,  if  one 
did  exist,  could  be  found,  (c)  The  ectopic  ovum,  it  is  but  reasonable  to  assume, 
came  from  the  right  ovary  and  as  there  was  not  the  slightest  evidence  of  a cor- 
pus luteum  of  pregnancy  upon  the  left  ovary,  the  intra-uterine  ovum  too  must 
have  come  from  the  right  ovary.  Both  ova  were  fecundated  about  the  same  time 
at  the  fimbriated  extremity  of  the  tube  or  upon  the  ovary,  or  one  within  the  tube 
and  the  other  upon  the  ovary.  The  intra-uterine  ovum  found  its  way  first  into  the 
oviduct  and  reached  the  cavity  succesfully  and,  because  of  the  thickening  of  the 
uterine  and  tubal  mucosa,  which  always  exists  under  such  conditions,  and  because 
of  the  delay  of  the  second  ovum  consequent  upon  the  passage  of  the  first,  it  was 
arrested  in  its  course  through  the  tube  and  became  fastened  and  developed  here. 
After  rupture  of  the  tube  the  ovary  itself  became  involved,  through  it  is  not  un- 
likely that  it  may  have  been  a tubo-ovarian  gestation  from  the  first,  or  that  it  was 
distinctly  ovarian  in  the  beginning,  implicating  the  tube  later;  this,  however,  may 
be  justly  doubted  because  of  the  almost  total  destruction  of  the  tube  and  early 
signs  of  its  rupture. 

2.  When  did  rupture  of  the  ectopic  sac  occur?  The  history  shows  that  exactly 
28  days  after  her  last  menstruation  (April  22)  she  was  suddenly  taken  ill  with 
fever,  violent  headache,  severe  pain  in  the  bowels  and  other  symptoms  indicative 
of  catarrhal  disentery.  It  would  seem  that  the  first  rupture  probably  took  place  at 
this  time;  but  the  ovum,  it  is  more  than  likely,  continued  to  grow  and  develope 
thereafter  for  a short  time  at  least. 

3.  What  ivas  the  time  and  cause  of  the  death  of  the  ovum?  Judging  from 
the  microscopic  section,  death  of  the  ovum  occurred  about  the  36th  day  of  preg- 
nancy, or  about  one  week  after  the  first  symptoms  of  rupture,  and  was  caused 
by  hemorrhage  around  and,  perhaps,  into  the  ovum. 

Within  a month  she  had  sufficiently  recovered  from  the  attack  and  she 
began  to  be  up  and  about,  though  she  never  had  been,  nor  was  she  then  “free  from 
bain  in  the  bowels?"  which  was  evidently  the  result  of  continual  bleeding  from  the 
tearing  of  the  sac  and  the  formation  of  new  adhesions  with  the  adjacent  parts. 

On  May  29th  she  was  again  suddenly  seized  with  violent,  lancinating  pain 
in  the  right  inguinal  region  and  excessive  vomiting  and  dysenteric  evacuations. 
The  severe  pain  in  the  groin  was  believed  to  be  due  to  “the  passing  of  kidney- 
stones”.  This  attack  was  followed  by  extreme  pallor,  undoubtedly  due  to  shock 
the  result  of  frequent  movements  of  the  bowels,  vomiting  and  pain,  rather  than 
excessive  hemorrhage  from  the  ruptured  sac.  Her  physician  made  a very  careful 
examination  at  this  time,  but  found  nothing  indicative  of  ectopic  gestation,  or  even 
a swelling  in  the  right  inginal  region,  suggestive  of  it  or  some  other  growth.  She 
had  another  severe  attack  later  on  the  same,  and  again  one  of  equal  severity,  on 
the  following  day. 


From  this  time  on,  May  31st  to  June  21st,  there  was  a steady  improvement 
in  her  condition.  On  the  14th  of  June  her  physician  made  another  examination. 
Finding  nothing  abnormal,  he  dismissed  the  case  temporarily. 

Had  there  been  no  intra-uterine  pregnancy  in  this  case,  it  is  not  at  all  im- 
probable that  the  ectopic  mass  might  have  become  premanently  encapsulated  and 
eventually  absorbed.  The  continually  growing  uterus,  and  the  adhesion  present, 
prevented  this.  The  fact  that  the  patient  recovered  almost  completely  after  the 
last  attack  and  was  able  to  go  “down  town’’,  is  an  evidence  that  the  ectopic  ovum 
had  ceased  to  grow.  Of  the  embryo  nothing  could  be  found  macroscopically, 
because  destroyed  by  the  accumulated,  compressed  and  hardened  blood,  this  and 
the  finding  of  a part  of  the  embryo  with  the  microscope  corresponding  to  a 5-6 
week  pregnancy  is  almost  positive  proof  that  my  conclusions  are  correct. 

4.  Can  any  blame  be  attached  to  the  family  physician  for  not  making  a diag- 
nosis? Those  wo  have  experience  in  diseases  of  the  pelvic  and  abdominal  organs, 
will  realize  readily  how  error  in  diagnosis  is  possible.  The  excessive  vomiting,  the 
existence  of  pregnancy,  and  the  dysenteric  movements  from  the  bowels  accompan- 
ing  each  attack  of  rupture  of  the  ectopic  pregnancy,  were  certainly  calculated  to 
shroud  in  darkness  the  real  cause  of  the  trouble. 

When  men,  skilled  and  experienced  in  pelvic  and  abdominal  surgery  fail, 
occasionally,  to  detect  the  real  condition,  how  much  more  apt  is  this  to  occur  to 
one  engaged  in  general  practice? 

On  June  21  r22  days  after  the  last  seizure  of  pain  and  one  week  after  her 
physician  had  temporarily  dismissed  her  and  went  on  his  summer  vacation)  she 
went  “downtown”  apparently  a well  woman.  Returning  home,  she  was  seized 
with  very  severe  pains  in  the  abdomen.  This  was  followed  by  two  additional  attacks, 
each  more  severe  and  longer  in  duration  than  any  of  the  preceding. 

When  I,  and  later  Dr.  Allen,  were  called  upon  to  see  the  case  we  had  the 
decided  advantage  of  being  called  in  late;  at  a time  when  the  tumor  was  palpable. 
We  felt  the  swelling  in  the  right  broad  ligament;  but  did  not  recognize  its  charac- 
ter, until  the  abdomen  was  opened. 

5.  What  is  the  history  of  the  cases  observed  and  reported  in  the  past?  The 
subjoined  lecord  of  cases  of  simultaneous  existence  of  extra  and  intra-uterine 
pregnancy  has  been  made  up,  in  part,  of  the  cases  reported  and  collected  by  John 
S.  Parry,  (Ext.  Ut.  Preg.  Hy.  C.  Tea,  Phila,  Pa.  1876);  B.  B.  Browne  (Trans.  Am. 
Gyn.  Soc.  Vol.  6.  p.  444,  1881);  H.  Gutzwiller  (Arch.  f.  Gyn.  Vol.  43,  p,  223, 1893); 
and  Martin  (Zeitsch.  f.  Geburtsh.  No.  33,  1895).  Parry  collected  23,  Browne  24, 
Gutzwiller  18,  and  Martin  6 cases,  which  makes  a total  of  71  cases.  But  the  fact 
that  Browne  quoted  19  and  Gutzwiller  8 of  the  same  cases  published  by  Parry, 
reduced  the  number  to  44  cases.  The  other  24  cases  were  gathered  from  recent 
literature  and  direct  communication  with  the  operators. 

From  a study  of  these  cases  the  author  conies  to  the  following  conclusions: 

First:  The  diagnosis  of  the  co-existence  of  extra-and  intra-uterine  pregnancy 
is  exceedingly  difficult  and  has,  in  reality,  never  been  made  before  rupture  of  the 
ectopic  sac,  abortion  or  delivery  at  term  of  the  uterine  foetus,  laparotomy  or  autopsy. 
The  uterine  pregnancy  is,  usually,  recognized  first  and  some  complication  may,  or 
may  not  be  suspected.  Notwithstanding  the  presence  of  symptoms  pathognomonic 
of  ectopic  gestation,  it  is  the  last  condition  believed  to  be  possible  when  the  uterus 
contains  an  ovum.  This  complication  is  so  rare,  that  most  of  the  text-books  of  to- 
day do  not  speak  of  it,  and  those  who  do,  refer  to  it  only  as  one  of  the  possibilities. 
The  majority  of  those  who  have  seen  a case  of  this  kind,  believe  that  their  own 
case  is  so  unique  as  to  make  it  the  first  and  only  one  on  record. 

The  experienced  obstetrician,  as  well  as  the  abdominal  surgeon,  will  at  once 
realize  the  difficulties  which  beset  a diagnosis  in  these  cases  and  which  render  it 
almost  impossible  to  recognize  the  co-existence  of  an  extra-and  intra-uterine 
foetation  before  serious  complications  have  arisen. 

Second.  Frequency:  Of  all  the  complications  to  which  a pregnant  woman 
is  exposed,  ectopic  gestation  is  perhaps  the  least  frequent  of  all.  Of  the  sixty-eight 
cases  reported  since  the  year  1708  down  to  the  present,  thirty -two  belong  to  the 
U.  S.  of  America;  fourteen  to  Germany;  six  to  Great  Britain  six  to  Austrio-Hungaria; 
five  to  France;  two  to  Belgium;  and  one  each  to  Italy,  Denmark  and  Australia.  It 
seems  that  complication  may  arise  in  the  primípara  as  well  as  in  the  multípara;  in 
the  latter  more  frequently  than  in  the  former.  It  has  been  observed  at  any  time  of 
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the  procreative  period.  Of  the  cases  collected  the  youngest  patient  was  twenty-one, 
and  the  oldest  fourty -two  years  of  age.  The  average  age  being  33.88. 

Third.  Causes:  No  pathological  condition  can  be  especially  charged  with 
the  simultaneous  ocurrence  of  ectopic-and  uterine  gestation.  In  the  perfectly 
healthv  primípara  it  remains  a mere  matter  of  speculation  as  to  how  the  complica- 
tion takes  place.  Both  tubes  are  effected  with  equal  frequency. 

Fourth.  The  duration  is  very  variable.  As  a rule,  both  pregnancies  are 
interrupted;  the  one  by  abortion  or  premature  labor,  the  other  by  rupture  of  the 
sac,  or  death  of  the  embryo.  There  are,  however,  quite  a number  of  cases  in  which 
both  ova  grew  and  developed  to  the  end  of  term-and  both  were  born  alive;  the  one 
per  vías-naturales , the  other  by  way  of  laparotomy.  In  not  a few  instances  the 
intra-uterine  child  alone  was  delivered,  while  the  ectopic  foetus  died  and  remained 
undisturbed  for  many  months  and  even  years  in  its  unnatural  abode.  In  some  of 
theses  cases  from  three  to  five  additional  uterine  pregnancies  have  occurred, 
showing  that  the  dead  foetus  was  thoroughly  and  safely  incysted.  In  quite  a 
number  of  cases  where  the  embryo  or  fully  developed  foetus  had  thus  been  immured 
for  many  months  or  years,  it  was  at  last  discharged  in  pieces  by  a process  of 
ulceration  through  the  posterior  vaginal  cul-de-sac,  the  rectum,  the  bladder,  or  the 
abdominal  wall.  In  consequence  of  the  difference  in  duration  and  manner  of 
disposal  between  the  two  co-existing  pregnancies  there  is  a great  vrriation  in  the 
laps  of  time  between  the  delivery  of  the  two.  Thus  both  may  be  disposed  of  at  the 
same  time,  at  anyperiod  of  gestation,  or  at  intervals  of  days,  weeks,  months  and 
years. 

Fifth.  The  prognosis  is  grave  for  the  mother  as  well  as  both  of  the  chil- 
dren. Much  depends  upon  the  conduct  of  each  individual  case,  the  time  and  con- 
ditions under  which  the  diagnosis  is  made,  the  surroundings  of  the  patient  and  the 
physician  and  surgeon  in  charge  of  the  case.  In  some  of  the  worst  managed  cases 
both  the  mother  and  the  intra-uterine  child  have  lived,  while  the  ectopic  child 
remained  incysted  or  was  discharged  by  one  of  the  various  routes  alluded  to.  Rup- 
ture of  the  extra-uterine  sac  with  internal  hemorrhage,  is  the  most  frequent  cause 
of  death.  Sepsis,  in  its  various  forms,  resulting  from  abortion  of  the  intra-uterine 
foetus,  subsequent  infection  and  death  of  the  ectopic  ovum  has  been  responsible 
for  the  fatal  issue  in  a number  of  instances.  Both  the  maternal  and  foetal  mortality 
is  high. 

Sixth.  The  TREATMENT  is  plainly  and  fully  indicated  by  the  course  and 
duration  of  each  case.  If  the  patient  goes  with  both  foetuses  to  the  end  of  term 
and  is  delivered  of  the  intra-uterine  child,  the  extra-uterine  foetus,  if  living,  must 
be  delivered  by  abdominal  section  as  soon  as  possible;  if  dead,  the  operation  may 
be  postponed  until  the  patient  is  past  the  puerperium.  If  there  are  symptoms  in- 
dicatlive  of  a rupturing  extra-uterine  gestation -sac,  or  of  the  presence  of  a tender, 
swelling  of  any  kind  which  tends  to  interfere  with  the  gradually  growing  uterus, 
the  abdomen  should  be  promptly  opened  and  the  offending  mass  removed. 

There  is  abundant  evidence  that  the  removal  of  tumors  of  the  uterus,  broad- 
ligament-,  ovaries  or  any  other  abdominal  growth  may  be  done  without  jeopordiz- 
ing  the  patienf’s  life  any  more  than  in  the  non-pregnant  state  and  quite  often, 
even  the  progress  of  gestation  is  not  disturbed  by  the  operative  interference.  In 
the  event  of  an  abortion  of  the  intra-uterine  ovum,  the  ectopic  sac  is  to  be  dealt 
with  as  if  the  former  had  never  existed;  it  should  not  be  permitted  to  continue 
unless  the  period  of  viability  of  the  foetus  has  been  reached,  that  the  child  shows 
vigorous  life  and  that  there  is  sufficient  proof  that  the  sac  will  hold  its  contents 
till  the  end  of  term  or  nearly  so.  It  is  needless  to  add,  that  in  case  of  rupture  of 
the  extra-uterine  sac  with  all  the  symptoms  of  internal  hemorrhage,  no  time  should 
be  lost  in  prompt  extirpation  of  the  same. 

The  folloving  is  a record  of  the  authors  who  have  reported  cases  of  coexist- 
ing extra  and  intra-uterine  pregnancy: 

(1)  Duverney,  Oeuvres  Anat.  Vol:  2,  P.  355,  1708.  (2)  TachapeeeE. 
Pract.  des  Accouch,  tome  III,  P.  156.  1811.  (3)  Goessman,  De  conceptione  dup- 
lici  uterine,  Marburg,  1820.  (4)  Whinnery,  American  Journ.  Med.  Sc.  P.  351, 
April  1846.  (5)  Gordon,  West.  Journ.  Med.  and  Surg.  Oct.  1848.  (6)  Graig- 
head,  Am.  Jour.  Med.  Sc.  Vol.  3,  P.  371,  1850.  (7)  Boehm,  Arch.  f.  Gyn.  Bd.  7, 
1853.  (8)  Tebbets,  Nashville  Journ.  Med.  Sc.  P.  160,  1860.  (9)  Buck,  Boston 
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Med.  and  Surg.  Journ.  Vol.  7.  P.  371,  1856.  (10)  Ceark,  Med,  Times  and  Gaz.  Dec. 
13,  P.  590,  1856.  (11)  TaffnEEE,  Dublin  Quart.  Med,  J.  Sc.,  P.  462,  May  1866. 
(12)  Peeeischek,  Oestr.  Zeitsch.  f.  pract.  Heilk.  Wien,  No.  27,  1865.  (13)  Cook, 
Trans.  London  Obst.  Soc.  Vol.  5,  P.  164,  1864,  (14)  Pennyfather,  London  Lan- 
cet, P.  688,  June  20,  1863.  (15)  Haderup,  Schmidt’s  Jahrbuch.  Bd.  150,  1871.  (16) 
Sager,  Mich.  Univ.  Med.  Journ.  P.  456,  Oct.  1870.  (17)  Sinks,  Leavenworth  Med. 
Herald,  Feb.  1873.  (18)  ArgeES,  London  Lancet  P.  391,  Sept.  16,  1871.  (19)  Sat- 
terthwait,  New  York  Med.  Journ,  Vol.  16,  P.  387,  1872.  (20)  SaeeE,  New  Or- 
leans Med.  Journ.  P.  727,  Oct.  1870.  [21]  Beach,  Journ.  Boston  Gyn.  Soc.  Vol. 
5,  P.  103,  1871.  [22]  Loudon,  Schmidt’s  Jahrbuch.  Bd.  150.  1871.  [23]  Cook, 
Transact.  Am.  Gyn.  Soc.  Vol.  6,  P.  444,  1881.  [24]  OTT,  Prag.  Med.  Wochensch, 
1864.  [25]  Low  and  Lumpe,  Boston  Med.  and  Surg.  Journ.  P.  328,  1859.  [26] 
Deocene,  Gaz.  des  Hopitaux,  P.  147,  1852.  [27]  Poeeack,  St.  Louis  M.  and  S. 
Journ.  May  10,  1871.  [28]  McGee,  Richmond:  Louisville  Med.  Jour.  P.  311,  1875. 
[29]  Stareey,  Am.  Gyn.  Trausact.  [Browne]  Vol.  6,  P.  458,  1881.  [30]  Hodgen, 
St.  Louis,  Med.  and  Surg.  Jour.  P.  411,  1874.  [31]  ChaberT,  Paris  Med.  Vol.  2, 
P.  151,  1874.  [32]  De  Rosset,  Amer.  Pract.  April,  1878.  [33]  Dumoeeard,  Jou. 
Société  de  Med,  de  l’lsere  Vol.  3,  P.  263,  1878.  [34J  Bruehe,  Arch.  f.  Gyn.  Ber- 
lin, Vol.  30,  P.  70,  1879.  [35]  Gaeabin,  Med.  Times  and  Gaz.  P,  605,  Maj  1881. 
[36]  V.  Rosthorn,  Wiener  Klin.  Wochensch.  Jahrg.  3,  1890.  [37]  Martin, 
Amer.  Gyn.  and  Pediat,  Phila.  1890,  Vol.  1,  P.  534.  [38]  Whitcomb,  New  York 
J.  Gyn.  and  Obst.  Vol.  1,  P.  18,  1891.  [39]  Worrae.  Australian  Med.  Gaz.  Sid- 
ney, Vol.  12,  P.  3,  1890,  [40]  GuTzwiEEER,  Arch.  f.  Gyn.  Vol.  43,  P.  235,  1891. 
[41]  Harriman,  Trans.  New  Hampshire,  Med.  Soc.  Concord.  P.  82,  1890.  [42] 
Dickson,  Cleveland  Med.  Gaz.  Vol.  7,  P.  321,  1891.  [43]  Herzfeed,  Wiener 
Klin.  Wochensch.  No.  43,  1891.  [44]  Wieson,  Am.  Jour.  Obst.  P.  821,  1880.  [45] 
Kaemorgen.  Zeitschr.  f.  Geburtsh.  u.  Gyn.  Vol.  27,  P.  255,  1893.  [46]  Fran- 
kein,  Brit.  Med.  Jour.  Vol.  1,  1019.  1894.  [47]  Mathewson,  Pacific  Med.  Jour. 
Vol..  12,  P.  526,  1898.  [48]  Mitcheee,  Brit.  Med.  Jour.  London,  Vol.  1,  P.  1323, 
1896.  [49]  Pestaeozza,  Acad.  Med.  Fisica  di  Firenze,  Dec.  1894.  [50]  McCein- 
Tock,  Kansas  Med.  Jour.  Vol.  7,  P.  15,  1895.  (51]  LiGETTi,  Ungar.  Med.  Presse, 
Budapest,  Vol.  1,  P.  102,  1896.  [52]  WaeTher,  Zeitschr.  f.  Geburtsh.  u.  Gyn. 
Stuttgart,  Vol.  33,  P.  389,  1895.  [53]  Morseey,  Am.  Jour.  Obst.  Vol.  33,  P.  682, 
1896.  [54]  Hirst,  Phila.  Med.  News.  Vol.  64,  P.  347,  1894.  J55]  MuEEEER,  Hos- 
pital Ted.  Kjobenhaven,  4 R.  6 P.  1-13,  1890.  [56]  Pierson,  Homeop.  Jour.  Obst. 
New  York,  Vol.  3,  P.  263,  1881.  [57]  Ludwig,  Wiener  Klin.  Wochenech.  Vol.  9, 
P.  610,  1896.  [58]  Thompson,  Monatsch.  f.  Geburtsh.  9.  P.  469,  1899.  [59]  Jones, 
Virginia,  Med.  Semi-Monthly,  P.  44,  Feb.  11,  1898.  [60]  and  [61]  Desguin,  La 
Presse  Med.  Beige.  P.  346,  Oct.  30,  1898.  [62]  Hermes,  Deutsche  Med.  Woc- 
hensch. P.  157,  March,  1899.  [63]  DiTTEE,  Centralblatt  f.  Gyn.  P.  1301.  1899. 
[64]  Mann,  Modern  Med.  Science  (The  Sanitary  Bra)  P.  745,  June  1900. 


[65 

[66 

[67; 

[68; 


Cragin 
Washburn, 
Cabot, 

ZinkE,  [above]. 


Not  yet  in  possession  of  these  3 cases. 


RESULTADOS  DE  LA  CIRUGIA  EN  LA  SIFILIS  DEL  HIGADO 


POR  EL 

•D-R.  "RAMO/N  PALACIO 

(HABANA,  cuba) 


Sr.  Presidente: 

Señores: 

Al  daros  á conocer  este  breve  trabajo  es  con  el  objeto  de 
tratar  ante  vosotros  de  un  punto  nuevo,  al  par  que  curioso,  de 
una  grave  lesión  sifilítica  del  hígado  y en  la  que  me  vi  pre- 
cisado á tener  que  intervenir  quirúrgicamente,  habiendo  obte- 
nido un  éxito  satisfactorio. 

Como  más  adelante  veremos,  la  lesión  fue  confundida  en 
un  principio,  viniendo  luego  el  examen  histológico  á demos- 
trar que  nos  encontrábamos  enfrente  de  un  problema  entera- 
mente nuevo  de  cirugía. 

Quizás  habiendo  tenido  de  antemano  la  seguridad  del 
origen  de  la  afección,  no  hubiera  procedido  á la  operación; 
pero  por  fortuna  no  fué  así  y pude  llevar  á efecto  una  arries- 
gada intervención,  seguida  de  buen  resultado,  en  una  enfer- 
medad que,  á primera  vista,  parece  del  solo  dominio  de  la 
medicina. 

El  éxito  obtenido  justifica,  en  mi  concepto,  la  bondad  del 
procedimiento  y me  anima  á seguir  el  mismo  método,  más  ó 
ménos  modificado,  en  casos  análogos. 

Sabido  es  que  en  cirugía  los  éxitos  están  en  razón  direc- 
ta del  tiempo  transcurrido  después  del  acto  operatorio,  y 
teniendo  en  cuenta  este  principio  es  por  lo  que  llamo  vuestra 
atención  respecto  á la  historia  clínica  del  caso  que  me  sirve  de 
tema  para  este  trabajo. 
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Hace  tres  años  que  practiqué  en  la  enferma  de  referencia 
la  extirpación  del  lóbulo  interno  del  hígado  y en  el  que  existía, 
según  el  examen  histológico  efectuado,  una  hepatitis  sifilítica 
forma  esclero-gomosa.  Pues  bien:  no  obstante  el  considera- 
ble tiempo  transcurrido,  la  operada  se  encuentra  muy  bien  de 
salud,  dedicada  á sus  ocupaciones  habituales  y sin  que  nada 
absolutamente  le  moleste. 

Importante  es  consignar  que  durante  ese  tiempo  no  ha 
llegado  á tomar  ni  10  gramos  de  ioduro  de  potasio,  y que  por 
lo  tanto  su  buen  estado  actual  lo  debe  únicamente  á la  cirugía. 

Pero  antes  de  seguir  con  más  consideraciones  me  parece 
propio  daros  á conocer  el  caso  práctico,  y en  donde  veremos 
con  entera  verdad  el  papel  tan  importante  que  la  cirugía  des- 
empeñó en  una  lesión  sifilítica  de  un  órgano  tan  importante 
como  el  hígado. 

La  operada  es  de  la  Habana,  casada,  de  34  años  de  edad, 
y dedicada  siempre  á trabajos  un  tanto  penosos.  Ha  padecido, 
cuando  pequeña,  de  sarampión  y viruelas.  No  recuerda  las 
enfermedades  de  los  padres. 

La  primera  menstruación  la  tuvo  á los  12  años,  siendo 
abundante  y no  dolorosa. 

Ha  tenido  ocho  partos,  habiendo  muerto  el  feto  en  el  pri- 
mero de  ellos,  dentro  del  claustro  materno. 

Cuando  la  operé,  hacía  once  meses  que  tuvo  unas  ulce- 
raciones de  la  faringe  de  naturaleza  tuberculosa,  según  el 
ilustrado  compañero  que  la  asistió.  Estas  ulceraciones  fueron 
combatidas  con  éxito  con  el  tratamiento  instituido,  y que  fué 
el  propio.de  las  afecciones  tuberculosas  de  esa  índole. 

Dos  meses  después  vio  invadido  sus  labios  por  ulceracio- 
nes, acompañadas  de  infarto  de  los  ganglios  submaxilares  y 
de  los  del  lado  derecho  del  cuello.  También  ésto  desapareció 
con  el  mismo  método. 

Cuando  la  examiné,  hacía  un  año  que  había  empezado  á 
sentirse  mal,  notando  un  pequeño  dolor  al  epigastrio,  cosa  á 
la  cual  no  dio  mucha  importancia  por  considerar  que  se  trataba 
de  algo  pasajero.  Mas  no  fué  así,  y lejos  de  mitigarse  este 
dolor,  fué  en  aumento,  duraba  más  tiempo  y se  acompañaba 
de  vómitos. 

Su  apetito  disminuyó  notablemente  y un  malestar  grande 
se  apoderó  de  ella. 

En  estas  condiciones  pasó  los  primeros  meses,  y del 
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cuarto  en  adelante  notó  fiebre,  que  se  iniciaba  casi  siempre 
con  escalofríos.  Los  vómitos  eran  aun  más  frecuentes,  biliosos 
algunas  veces,  y en  otras  consistían  tan  sólo  en  el  alimento 
ingerido.  Nunca  tuvo  sangre  en  ellos.  El  dolor  se  acentuaba 
más  en  el  epigastrio  é hipocondrio  izquierdo,  notando  que  la 
presión  en  esa  parte  le  era  un  tanto  molesta.  Un  estreñimiento 
casi  constante  la  incomodaba  mucho.  Las  deposiciones,  cuando 
las  verificaba,  eran  de  un  color  amarillo  algo  intenso  y muy 
fétidas.  Nunca  se  acompañaron  de  sangre. 

La  respiración  se  le  hacía  dificultosa.  El  examen  de  la 
orina  nada  indicaba  de  particular. 

Hace  seis  meses  notó  un  pequeño  tumor  en  el  epigastrio; 
tumor  que  fue  aumentando  cada  día  más,  extendiéndose  algo 
al  hipocondrio  izquierdo.  Las  fiebres  eran  más  frecuentes  y 
los  escalofríos  más  intensos.  Los  vómitos  aumentaron  con  el 
crecimiento  del  tumor,  viéndose  la  paciente  en  el  triste  caso 
de  arrojar  los  alimentos  que  tomaba  apenas  había  transcurrido 
una  hora  de  su  ingestión.  En  algunas  ocasiones  la  perma- 
nencia del  alimento  en  el  estómago  era  de  breves  minutos. 

Cada  vez  que  tomaba  alimento  y tenía  algún  vómito,  se 
despertaba  el  dolor,  el  cual  ya  no  se  limitaba  al  epigastrio, 
sino  que  se  irradiaba  á todo  el  vientre. 

La  respiración  estaba  muy  dificultada,  teniendo  que  per- 
manecer en  un  sillón  para  dormir. 

Alguna  vez,  aunque  muy  rara,  en  que  podía  acostarse,  y 
ésto  haciéndolo  sobre  el  lado  izquierdo,  notaba  ella  misma 
los  movimientos  de  una  masa  dura  que  se  deslizaba  por  su 
vientre  con  relativa  facilidad. 

El  estreñimiento  del  principio  desapareció  para  ser  sus- 
tituido por  diarrea  frecuente. 

El  período  menstrual  desapareció  en  estos  últimos  seis 
meses. 

Los  nueve  días  antes  de  examinarla  los  pasó  con  fiebre 
casi  constante,  muy  decaída  y adolorida. 

Para  examinarla,  la  pusimos  en  posición  dorsosacra  con 
las  piernas  en  extensión,  pudiendo  hacer  la  inspección  del 
vientre,  el  cual  era  voluminoso  y desigual,  pues  en  la  parte 
media  tenía  dos  elevaciones  notables  que  correspondían  á la 
línea  alba,  y en  el  epigastrio  otra  elevación  menor  y más 
regular. 

En  la  misma  posición  y con  las  piernas  en  semi-flexión, 
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procedimos  á la  palpación  abdominal;  notando  nn  vientre 
flácido  y delgado  en  extremo,  condiciones  éstas  que  nos  favo- 
recieron en  alto  grado  la  exploración,  pues  así  no  podía  haber 
confusión  como  cuando  se  trata  de  una  enferma  que  tenga 
acumulación  de  tejido  adiposo  en  las  paredes  del  vientre. 

Las  elevaciones  que  veíamos  á nivel  de  la  línea  alba 
simulando  tumores,  no  eran  otra  cosa  que  asas  intestinales 
distendidas,  lo  cual  pronto  se  aclaró  con  la  percusión,  la  que 
dio  un  sonido  claro. 

Al  nivel  del  epigastrio  nos  encontramos  un  tumor  duro, 
con  borde  anterior,  vertical,  grueso  y de  fácil  percepción,  el 
cual  era  movible  en  sentido  transversal,  pudiendo  sin  trabajo 
imprimirle  en  este  sentido  todos  los  movimientos  que  de- 
seamos, no  así  verticalmente. 

El  tumor  parecía  tener  un  volumen  mayor  que  el  de  un 
grueso  puño,  notando  que  ocupaba  el  epigastrio  en  su  lado 
izquierdo  y parte  derecha  del  hipocondrio  izquierdo,  profun- 
dizando bastante  en  sentido  antero-posterior. 

La  percusión  en  el  epigastrio  era  mate,  alcanzando  desde 
cerca  del  ombligo  hasta  el  apéndice  xifoides. 

Colocada  la  paciente  ligeramente  sobre  su  lado  izquierdo, 
encontrábamos  que  había  una  línea  sonora  por  la  percusión 
entre  el  hígado  y el  tumor,  que  con  facilidad  ya  nos  indicaba 
que  cuando  nos  propusiéramos  hacer  el  diagnóstico  debíamos 
tener  ésto  en  cuenta  por  si  pensábamos  en  un  tumor  del 
hígado.  Entonces  podíamos  con  la  mano  coger  el  tumor  que 
parecía  aislado  de  esta  parte  y notar  el  reborde  costal  izquierdo 
libre,  no  ocupado  por  nada  que  nos  dificultase  esta  exploración. 

Colocada  completamente  sobre  el  lado  izquierdo,  el  tumor 
ocupaba  el  lado  derecho  del  hipocondrio  izquierdo  y entonces 
la  exploración  era  aun  más  dolorosa  que  antes,  y la  línea 
sonora  entre  el  hígado  y el  mismo,  mucho  mayor. 

Cuando  rechazábamos  el  tumor  hacia  arriba,  la  respira- 
ción se  dificultaba  considerablemente. 

El  examen  atento  del  corazón,  riñones,  orina,  etc.,  nada 
de  importancia  indicaban. 

Con  los  antecedentes  de  la  enferma  y con  los  signos 
recogidos  en  mi  examen  podíamos  descartar  con  gran  facilidad 
todos  los  tumores  que  pudieran  depender  de  la  pared  abdomi- 
nal, tales  como  lipomas,  fibromas,  los  cuales  se  manifiestan 
por  síntomas  bien  distintos. 
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El  sitio  del  tumor,  formando  en  el  reborde  de  las  falsas 
costillas  y epigastrio  un  relieve  apreciable  á la  vista  y por  el 
tacto,  constituía  de  por  sí  una  fuerte  presunción  en  favor  de 
un  tumor  del  hígado,  pero  la  certeza  nos  la  quitaba  de  lleno 
la  percusión. 

Nosotros  sabemos  bien  la  importancia  que  tiene  la  per- 
cusión en  el  diagnóstico  diferencial  de  un  tumor  del  hígado, 
indicando  si  el  tumor  forma  cuerpo  ó no  con  la  glándula 
hepática.  Pues  bien,  en  nuestro  caso  la  percusión  cuando  se 
hacía  en  posición  horizontal  indicaba  que  el  tumor  se  conti- 
nuaba con  el  hígado,  y cuando  se  inclinaba  muy  ligeramente 
la  enferma  sobre  su  lado  izquierdo,  una  zona  clara,  bien  clara, 
se  interponía  con  el  hígado.  Cierto  que  podría  pensarse  que 
fuera  un  asa  intestinal  que  interponiéndose  producía  este 
efecto;  pero  no  tan  sólo  consideré  que  la  sonoridad  era  más 
intensa  de  la  que  hubiera  resultado  en  este  caso,  sino  que  el 
tacto  me  hacía  pensar  también  en  la  independencia  del  tumor 
con  el  hígado  al  ver  que  podía  penetrar  con  mis  dedos  entre 
ellos  dos  sin  encontrar  resistencia  y sí  viendo  la  facilidad  con 
que  el  tumor  iba  á ocupar  el  lado  derecho  del  hipocondrio 
izquierdo. 

En  un  tumor  del  hígado  estos  movimientos  por  regla  ge- 
neral, no  son  tan  fáciles. 

Respecto  á la  vesícula  biliar  poco  podía  pensar  en  rela- 
ción á que  de  ella  dependiese  el  tumor,  por  los  síntomas 
ya  señalados  anteriormente. 

Algunos  autores  consideran  como  dato  de  secundaria 
importancia  el  sitio  del  tumor  para  el  diagnóstico;  no  dudo 
que  en  ocasiones  así  sea,  pero  no  creo  esto  admisible  si  es  en 
tesis  general. 

Nosotros  sabemos  que  los  tumores  del  estómago,  de  la 
consistencia  de  el  de  mi  operada,  se  caracterizan,  entre  otras 
cosas,  por  presentarse  bien  circunscriptos,  duros,  con  bordes 
bien  marcados  y gruesos  cuando  lo  tienen  y bastante  movibles; 
tumores  que  es  necesario  no  confundir  con  ciertas  producciones 
patológicas  de  igual  naturaleza  dependientes  del  colon  trans- 
verso. 

Los  síntomas  de  nuestra  enferma  de  vómitos  y dolores 
desde  el  principio  de  su  afección,  la  serie  de  fenómenos  bien 
marcados  que  se  le  presentaron  en  el  curso  de  ella,  afectando 
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las  funciones  del  estómago  principalmente,  me  hacían  pensar 
que  en  esta  viscera  era  donde  radicaba  el  mal. 

Yo  me  fijo  en  los  primeros  tiempos  de  su  afección  y me 
pregunto:  ¿podría  otro  tumor  formado  á expensas  del  epiploon, 
del  intestino,  sobre  todo  del  hígado,  simular  en  un  principio 
los  síntomas  que  en  esa  época  tenía  mi  operada?  Si  busco  en 
lo  conocido,  si  busco  en  mis  predilectos  autores,  nada  encuen- 
tro; si  busco  en  la  presente  observación  clínica  confirmada 
por  la  operación,  veo  que  es  posible. 

En  efecto,  no  podía  pensarse  en  que  no  fuera  del  estómago 
el  tumor  que  estábamos  examinando,  sin  dejar  de  darle  impor- 
tancia á los  fenómenos  iniciales;  pues  no  creo  yo  que  sólo  por 
acto  reflejo  pudieran  presentarse  aquéllos;  acto  reflejo  que 
sería  en  mi  concepto  la  única  idea  razonable  que  se  podía 
tener  para  explicar  esos  síntomas.  Podría  más  bien  aceptarse 
esta  opinión,  si  habiendo  desconocido  nosotros  á la  enferma 
desde  su  principio,  si  no  hubiéramos  tenido  los  datos  ciertos 
del  comienzo  de  su  afección,  hubiéramos  querido  atribuir  al 
estómago  los  síntomas  que  presentaba  entonces. 

Por  otra  parte,  la  movilidad  del  tumor  y su  situación 
ocupando  el  epigastrio  en  su  lado  izquierdo  é hipocondrio 
izquierdo  en  su  lado  derecho,  me  hacían  pensar  que  del 
estómago  partía  el  tumor. 

Es  muy  cierto  que  lo  más  probable,  dado  la  rápida  evo- 
lución del  tumor,  es  que  se  tratara  de  un  carcinoma,  y en- 
tonces se  nos  podría  objetar  que  nuestra  enferma  no  había 
tenido  sangre  ni  en  sus  vómitos  ni  en  sus  deyecciones;  pero 
yo  creo  que  este  sería  un  dato  de  interés,  hasta  cierto  punto 
nada  más,  pues  aun  tratándose  de  un  carcinoma,  creo  se  ex- 
traviaría el  práctico  que  quisiera  ver  siempre  sangre  en  los 
vómitos  y deposiciones  de  los  enfermos  afectos  de  este  mal. 
No'debemos  olvidar  los  repetidos  casos  de  carcinoma  del  es- 
tómago, en  los  cuales  se  ha  diagnosticado  la  afección  por 
otros  síntomas  distintos  á la  expulsión  de  sangre  por  el 
estómago  é intestinos  y los  cuales  han  llegado  hasta  el  fin 
con  esta  particularidad. 

Tampoco  consideraba  admisible  que  el  tumor  desarro- 
llado en  otro  órgano  distinto  del  estómago  pudiera  desde  el 
principio  dar  lugar  á los  síntomas  que  tenía  esta  enferma, 
creyendo  eran  causados  por  compresión  del  tumor  sobre  el 
estómago,  porque  yo  me  fijo  en  el  principio  del  mal  cuando 
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aun  no  había  tumor  apreciable  y cuando  ya  la  enferma  tenía 
tan  marcados  fenómenos  por  parte  de  su  estómago. 

Si  queremos  explicar  estos  síntomas  fijándonos  en  los 
últimos  tiempos  y atribuyéndolos  á la  compresión  del  estó- 
mago, será  más  aceptable,  pues  entonces  ya  estaba  el  tumor 
bien  formado  y podía  creerse  en  que  algunos  síntomas  de  la 
enferma  eran  causados  por  la  compresión. 

Respecto  á tumores  renales  ó del  bazo,  desde  luego  que- 
daban descartados. 

Nosotros  vamos  á encontrar  algunos  particulares  del 
tumor  de  nuestra  enferma  que  nos  podrían  hacer  pensar  en 
un  tumor  del  epiploon  mayor;  en  efecto:  los  tumores  de  esta 
clase,  sabemos  que  son  movibles  y la  mano  los  disloca  con 
facilidad  en  sentido  transversal,  y también  de  abajo  arriba; 
con  todo,  á causa  de  la  inversión  al  estómago,  y de  la  fijeza 
relativa  de  este  órgano,  los  movimientos  de  arriba  abajo  son 
más  limitados  que  los  de  abajo  arriba. 

Un  tumor  que  radica  en  el  epiploon,  la  macidez  de  la 
neoplasia  está  separada  de  la  del  hígado,  por  una  zona  sonora. 

Entrelos  signos  subjetivos  de  los  tumores  epiploicos,  en- 
contramos uno  que  no  está  en  relación  con  el  estado  de  nues- 
tra enferma,  cual  es  el  que  estos  tumores  alteran  en  menos 
grado  el  estado  general  y hasta  el  mismo  cáncer  se  conduce 
de  este  modo  aunque  en  menos  proporción. 

Pasé  de  alto  los  tumores  del  mesenterio  y páncreas  por 
tener  otros  síntomas  distintos  y bien  marcados. 

Los  tumores  del  intestino,  bastante  desarrollados  para 
poderlos  distinguir  á través  de  las  paredes  abdominales  por 
la  palpación,  tienen  por  carácter  común  el  ser  superficiales, 
movibles  y fácilmente  apreciables  entre  los  dedos  por  poco 
delgada  que  sea  la  pared  abdominal.  Suenan  macizo  en  la 
percusión  ligera  y dan  cierta  sonoridad  si  se  percute  más 
fuerte.  Como  se  vé,  estos  caracteres  objetivos,  se  asemejan 
algo  á los  de  nuestra  enferma. 

Por  lo  regular  son  cánceres  estos  tumores  y se  acompa- 
ñan de  los  síntomas  propios  de  una  oclusión  incompleta,  con 
sangre  en  las  deyecciones,  etc. 

De  todo  cuanto  llevamos  dicho  respecto  al  diagnóstico 
diferencial,  se  desprende  que  no  hay  nada  positivo,  y que 
sólo  podemos  hacer  un  diagnóstico  aproximado  de  la  afección. 


174 


De  nuevo  se  nos  presentaba  el  dificultoso  problema  del 
diagnóstico  de  los  tumores  abdominales. 

Preparados  convenientemente,  procedimos  á practicar  en 
la  Clínica  la  operación  quirúrgica,  único  medio,  en  nuestro 
concepto,  para  lograr  su  curación. 

Como  las  paredes  abdominales  eran  tan  delgadas,  con 
un  solo  corte  llegamos  al  tumor,  habiendo  quedado  abiertos 
los  tres  planos  del  abdomen. 

Se  nos  presentó  un  tumor  con  borde  anterior  saliente, 
cubierto  en  su  límite  inferior  por  asas  intestinales  delgadas, 
y en  su  parte  superior  é izquierda  por  el  estómago  en  su 
porción  correspondiente  al  píloro. 

Introducimos  la  mano,  y encontramos  que  el  tumor  par- 
tía del  lóbulo  interno  del  hígado,  extendiéndose  al  lado  iz- 
quierdo en  bastante  proporción  y alcanzando  también  una 
buena  extensión  en  sentido  antero-posterior  y vertical. 

Ya  seguros  del  origen  del  tumor,  no  pudimos  por  menos 
de  admirarnos  al  ver  cómo  la  región  pilórica  del  estómago, 
en  vez  de  estar  ocupando  su  lugar  natural  detrás  del  lóbulo 
interno  del  hígado,  estaba  por  delante  fuertemente  adherido 
á esta  parte.  El  tumor  al  mismo  tiempo  comprimía  al  estó- 
mago por  delante  de  sí,  dividiéndolo  por  su  parte  media,  á 
través  de  la  cara  posterior  de  este  órgano,  en  dos  porciones  y 
rechazándolo  contra  las  paredes  abdominales.  En  su  parte 
posterior,  no  tiene  adherencias  este  tumor.  En  estas  condi- 
ciones comprendimos  que  teníamos  delante  una  operación 
nueva  entre  nosotros  y que  había  que  abordarla  con  cierta 
energía  ó cerrar  el  vientre  de  la  enferma,  para  que  la  muerte 
fuera  su  fin. 

Nos  decidimos  á llevar  adelante  la  arriesgada  y delicada 
operación:  empezamos  por  separar  las  adherencias  del  estó- 
mago, operación  laboriosísima,  pero  que  afortunadamente  pu- 
dimos llevar  á feliz  término,  pasando  enseguida  á separar  las 
intestinales,  y teniendo  al  poco  tiempo  libre  el  tumor. 

Introducida  la  mano  por  debajo  del  mismo,  levantando 
éste,  pudimos  con  cierta  dificultad  sacarlo  fuera  de  los  bor- 
des de  la  herida,  pero  dando  ésto  lugar  á la  suspensión  de  la 
respiración  y del  pulso  por  unos  instantes,  en  los  cuales  pa- 
recía que  la  enferma  había  muerto. 

Tuvimos  que  introducir  el  tumor  en  el  vientre,  aproxi- 
mar las  paredes  abdominales  y recurrir  á todos  los  medios 


habituales  en  estos  casos,  como  son:  respiración  artificial,  in- 
yecciones de  éter,  etc.,  las  cuales  hicieron  volver  la  respira- 
ción y nos  permitieron  seguir  operando. 

Sacado  el  tumor  de  nuevo  á los  bordes  de  la  herida,  ob- 
servamos que  para  su  extirpación  era  necesario  hacer  la 
ablación  completa  del  lóbulo  interno  del  hígado,  al  nivel  del 
ligamento  suspensorio  de  la  glándula,  empezando  por  la  es- 
cotadura del  borde  inferior,  teniendo  qne  pasar  por  tejidos 
que  alcanzaban  considerable  espesor.  El  resto  del  órgano  se 
encontraba  en  magníficas  condiciones. 

Con  una  aguja  curva,  grande,  fina  de  mango,  de  las  de 
Emmet  de  perineorrafia,  que  era  la  que  teníamos  á mano, 
montada  con  seda,  procedimos  á hacer  las  ligaduras  en  cade- 
nilla, conforme  al  método  de  Pensky,  y cortando  con  el  ter- 
mo-canterio  de  Paquelin.  Así  pudimos  ligar  hasta  cierta  al- 
tura; pero  no  bien  se  hubo  cortado  el  ramo  izquierdo  de  la 
arteria  hepática,  que  como  sabemos  es  el  que  corresponde  al 
lóbulo  interno,  se  nos  presentó  mucha  sangre,  como  era  na- 
tural^ en  la  imposibilidad  material  de  poder  coger  ese  ramo 
con  una  pinza,  fué  necesario  improvisar  el  pasar  una  gruesa 
seda  entre  la  hendidura  de  la  herida  con  tres  porciones  ya 
ligadas  de  tejido  hepático  y pasar  sobre  el  borde  superior  del 
hígado  con  la  seda  para  apretarla  fuertemente  y de  este  modo 
poder  seguir  la  operación. 

Entonces  pudimos  en  ciertas  porciones  seguir  con  las 
ligaduras  en  cadenilla,  en  alguna  proporción,  y habiéndolas 
empezado  de  nuevo  por  la  parte  superior,  anterior  y más  su- 
perficial de  la  glándula. 

Ya  teníamos  ligado  una  buena  parte,  si  bien  es  verdad 
que  nos  faltaba  seccionar  el  órgano  á nivel  más  profundo  y 
peligroso,  más  cerca  de  su  cara  posterior. 

En  este  momento,  y debido  á las  necesarias  é indispensa- 
bles tracciones  que  se  hacían  sobre  el  diafragma,  se  vuelve  á 
suspender  la  respiración  y el  pulso,  y de  nuevo  parecía  ha- 
ber muerto  la  enferma,  teniendo  que  recurrir  á introducir  el 
tumor  en  el  vientre  y auxiliarnos  de  los  medios  de  respira- 
ción artificiales  etc.,  medios  que  otra  vez  hicieron  volver  en 
sí  á la  paciente. 

Vuelto  á sacar  el  tumor  á la  herida  y como  precaución 
natural  y oportuna,  pasamos  una  gruesa  seda  á nivel  de  lo 
que  podríamos  llamar  ancho  pedículo  del  tumor,  y en  el  que 


176 


quedaba  encerrado  el  ramo  izquierdo  de  la  vena  porta,  y del 
del  mismo  lado  de  las  supra-hepáticas,  y apretada  fuertemen- 
te esta  seda  que  por  lo  demás  dividía  en  dos  partes  el  pedí- 
culo, nos  permitió  seccionar  con  el  termo-cauterio,  con  la  con- 
trariedad de  dar  alguna  sangre  el  ramo  de  la  porta  y siendo 
necesario  con  una  gran  pinza  curva  coger  el  ancho  pedículo 
aunque  con  gran  trabajo,  para  permitirnos  poner  otra  ligadu- 
ra con  seda  gruesa,  la  que  terminó  por  completo  la  hemorra- 
gia, pudiendo  quitar  la  pinza  para  poder  seguir  cortando  con 
el  termo  hasta  la  extirpación  completa  del  lóbulo  interno,  que 
dicho  sea  de  paso,  pesaba  900  gramos. 

Tocamos  la  superficie  cruenta  del  órgano  hepático,  con 
el  termo-cauterio  asegurando  la  hemostasia,  repasamos  las 
ligaduras  y limpiamos  el  vientre  de  la  sangre  que  tenía.  En- 
seguida cubrimos  la  superficie  de  sección  con  gasa,  la  cual 
salía  por  la  parte  media  de  la  herida.  Cerré  el  vientre  en  tres 
planos  y se  le  puso  su  cura  antiséptica,  siendo  trasladada  á 
sn  cama  y habiendo  durado  la  operación  una  hora  y media. 

Las  primeras  horas  del  primer  día,  las  pasó  la  enferma 
bastante  decaída,  con  pulso  pequeño,  el  cual  reaccionó  con 
inyecciones  de  cafeina  y de  suero  artificial.  El  resto  del  día 
lo  pasó  mejor,  estando  apirética.  El  segundo  día  lo  soportó 
de  igual  modo. 

Por  la  tarde  del  tercero,  determinamos  retirar  algo  el 
drenage  por  temor  á que  pudiera,  si  lo  dejábamos  más  tiem- 
po, contraer  adherencia  con  la  escara  de  la  herida  hepática, 
y al  retirarla,  dar  lugar  á una  hemorragia. 

Sacamos  toda  la  gasa,  saliendo  bastante  líquido  sero- 
sanguinolento  de  buen  aspecto,  y colocamos  otro  drenage 
más  pequeño. 

Al  sexto  día,  se  le  administró  un  purgante  ligero,  que 
operó  muy  bien. 

Al  octavo,  se  le  quitaron  los  puntos  del  vientre,  y desde 
este  día  en  adelante,  se  vio  una  marcada  disminución  de  todas 
sus  molestias. 

A los  doce  días  se  levantó,  estando  algo  débil,  pues  has- 
ta entonces  el  alimento  había  consistido  en  leche  y caldo  en 
cierta  proporción.  La  alimentación  desde  ese  día,  fué  aumen- 
tándose gradualmente  hasta  el  extremo  que  últimamente  in- 
gería toda  clase  de  substancias. 
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EXAMEN  HISTOLOGICO  1 

Pieza  anatómica  de  forma  redondeada,  conservada  en  al- 
cohol, indurada  y retraída.  Presenta  una  superficie  lisa  é 
irregular  con  abolladuras  y depresiones  y otra  superficie  de 
sección  áspera. 

Un  fragmento  del  tejido  de  la  superficie  lisa  y otro  de 
la  superficie  de  sección,  fueron  indurados  én  alcohol  absoluto 
y,  después  de  teñidos  convenientemente,  se  pudo  observar: 

En  el  fragmento  cortical  (de  superficie  lisa),  se  encuentra 
tejido  hepático  infiltrado  en  el  trayecto  de  los  vasos  y trama 
fibrosa  de  un  tejido  embrionario  joven  con  células  de  núcleos 
grandes  y escaso  protoplasma,  diseminadas  entre  los  lobuli- 
llos  y conglomeradas  en  algunos  puntos,  formando  masas 
irregulares.  Estas  masas  en  algunos  sitios  han  sufrido  dege- 
neración y toman  mal  color.  No  tienen  disposición  especial, 
aunque  en  algunos  sitios  encierran  una  célula  gigante.  La 
superficie  lisa  la  forma  el  peritoneo  y la  cápsula  de  Glisson 
engrosada  considerablemente. 

El  fragmento  central  (de  la  superficie  de  sección)  reviste 
los  mismos  caracteres  que  el  cortical,  excepto  la  presencia  de 
peritoneo. 

En  vista  de  este  examen,  creemos  que  se  trata  de  sífilis 
hepática  forma  esclero-gomosa.  La  infiltración  de  células  jó- 
venes en  los  espacios  intersticiales,  es  propio  de  la  hepatitis 
intersticial  sifilítica,  las  masas  conglomeradas  son  sifilomas 
los  que  en  algunos  puntos  han  sufrido  ya  degeneración  para 
hacerse  gomas.  La  superficie  hepática  abollonada  es  caracte- 
rística del  hígado. 

Excluimos  la  tuberculosis  por  la  tendencia  de  las  cé- 
lulas á ocupar  los  espacios  intersticiales  fibrosos  y no  agru- 
parse en  la  disposición  habitual  del  tubérculo.  Los  sifilomas 
tienen  también  células  gigantes. 

Teniendo  en  cuenta  el  resultado  operativo,  no  pude  por 
menos  que  hacer  un  pronóstico  favorable.  El  haber  desapa- 
recido inmediatamente  todos  los  síntomas  que  ponían  en  pe- 
ligro la  vida  de  esta  operada  y el  estar  funcionando  perfecta- 
mente su  glándula  hepática,  como  lo  prueba  el  aumento  en 


1 El  análisis  ha  sido  hecho  por  el  Dr.  Emilio  Martínez,  asociado  del  doc- 
tor Nicolás  Carballo. 
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once  libras  de  peso,  considero  que  me  autorizan  científica- 
mete  á discurrir  de  este  modo. 

Pensando  nosotros  en  los  síntomas  de  esta  enferma  y en  ' 
lo  que  nos  mostró  la  operación,  encontrábamos,  á nuestro 
juicio,  la  explicación  racional  de  los  vómitos  desde  el  princi- 
pio del  mal,  teniendo  en  cuenta  el  cambio  de  relaciones  de  la 
porción  pilórica  del  estómago  y la  compresión  que  ejercía  el 
tumor  á través  de  la  cara  posterior  de  este  órgano  contra  las 
paredes  abdominales,  reduciendo  así  la  capacidad  estomacal 
y poniendo  á esta  viscera  en  un  estado  de  hiperestesia  mar- 
cado en  relación  con  los  alimentos  ingeridos. 

Debemos  admirarnos  de  la  línea  de  sonoridad  tan  clara 
y marcada,  que  había  entre  el  hígado  y el  tumor  en  ciertas 
condiciones,  y que  tanto  dificultaban  el  diagnóstico,  aceptan- 
do como  explicación  de  ésto  la  interposición  de  asas  intesti- 
nales en  estos  casos  y que  han  señalado  algunos  autores.  El 
sonido  que  dan  las  asas  en  estas  condiciones,  no  es  frecuente 
que  sea  tan  claro  ni  en  tanta  extensión  como  en  el  caso 
actual. 

La  movilidad  en  el  sentido  transversal,  es  una  particu- 
laridad muy  grande  en  un  tumor  del  hígado,  lo  cual  no  he 
visto  señalado  en  ningún  autor,  ni  tengo  una  idea  satisfacto- 
ria para  darme  cuenta  de  cómo  se  realizaba  en  este  caso  de 
un  modo  tan  fácil  como  notorio.  Esta  movilidad  sabemos  que 
es  propia  de  los  tumores  del  epiploon  y del  intestino  y se 
comprenderá  cuánto  nos  dificultaba  el  diagnóstico  exacto  de 
la  afección. 

Estos  particulares  hacían  en  extremo  difícil  diagnosti- 
car el  sitio  exacto  del  tumor  y nos  separaban  del  hígado, 
aproximándonos  más  bien  al  estómago  en  la  localización  de  él. 

Nosotros,  por  la  marcha  del  mal,  sin  tener  antecedentes 
verdaderamente  razonables  para  pensar  en  la  sífilis,  conside- 
rábamos que  sería  probablemente  un  neoplasma  maligno. 

Pero  se  nos  objetará  que  debíamos  habernos  fijado  en 
las  manifestaciones  de  la  faringe,  velo  del  paladar  etc.,  y á 
lo  que  nosotros  preguntamos:  ¿Cómo  sin  antecedentes  nin- 
gunos que  hicieran  sospechar  en  la  sífilis  podíamos  decir  que 
esas  manifestaciones  eran  de  esa  índole,  cuando  por  lo  demás 
tenían  un  aspecto  tuberculoso  y cedieron  al  tratamiento  pro- 
pio de  las  de  esta  clase?  ¿Cómo  explicarnos  que  esta  enferma 
fuese  sifilítica  y no  hubiera  tenido  manifestaciones  secunda- 


rías  y pasara  al  período  terciario  de  esta  manera?  Porque  si 
la  manifestación  de  la  faringe  era  sifilítica,  es  indudable  que 
sería  de  orden  terciario.  Y esta  misma  idea  de  no  pensar  en 
la  sífilis,  fué  la  misma  de  todos  los  compañeros  que  la  exa- 
minaron. 

Por  otro  lado,  para  la  afección  por  la  cual  la  operé,  ha- 
bía tomado  ioduro  sin  obtener  cambio  alguno. 

Después  de  operada  la  enferma  y hecho  un  examen 
histológico,  es  muy  cómodo  y fácil  pensar  que  aquellas  ma- 
nifestaciones pudieran  ser  sifilíticas;  pero  cuando  no  había 
datos,  cuando  todo  contribuía  á no  poder  sospechar  la  sífilis, 
entonces  era  cuando  el  ánimo  se  inclinaba  á otro  diagnóstico. 

¿Acaso  toda  ulceración  de  una  mucosa,  todo  ganglio  in- 
fartado ha  de  ser  necesariamente  sifilítico?  ¿Por  qué  no  pue- 
den ser  tuberculosos,  ó de  lo  contrario,  habrá  que  ver  todos 
los  procesos  de  la  clase  como  los  de  mi  operada,  bajo  el  as- 
pecto de  ser  afecciones  sifilíticas? 

Reuniendo  el  exámen  histológico  con  los  antecedentes, 
todo  en  la  mano,  como  quien  dice,  es  lo  más  sencillo  especi- 
ficar la  naturaleza  del  mal;  pero  esto,  señores,  comprenderéis 
que  es  de  todo  punto  imposible  en  ciertos  casos  prácticos. 

Más  aun,  con  el  vientre  abierto, es  imposible  decir  á cien- 
cia cierta  la  naturaleza  del  tumor  que  se  nos  presentaba  á la 
vista;  podía  sospecharse  que  fuera  de  tal  ó cual  naturaleza; 
pero  afirmarlo,  jamás. 

Desde  luego  comprendimos  que  se  nos  presentaba  un 
problema  dificilísimo,  no  sólo  por  tener  que  seccionar  el  ór- 
gano hepático,  sino  por  las  adherencias  íntimas  del  estómago 
y el  intestino  con  él. 

Después  de  todo  lo  consignado,  y lo  que  es  más,  del 
éxito  obtenido,  creo  probar  de  un  modo  claro  y sin  ningún 
género  de  dudas,  que  son  posibles  las  grandes  operaciones 
en  hígados  sifilíticos,  y que  no  está  justificada  la  abstención 
del  cirujano  en  casos  análogos. 

El  dejar  en  ciertos  casos  luchar  solo  al  médico  con  un 
proceso,  en  contra  del  cual  tiene  agotados  los  medios  de  que 
puede  disponer,  no  es  prudente,  y siempre  debe  pensarse  en 
recurrir  al  cirujano  que  puede  extirpar  la  parte  dañada,  que 
al  mismo  tiempo  que  compromete  el  modo  de  funcionar  del 
órgano  en  que  radica,  produce  por  compresión  trastornos  en 
los  vecinos. 
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No  se  crea  por  esto  que  sostengo  un  criterio  enteramen- 
te radical  en  este  punto  y que  considero  propio  el  encomen- 
dar á la  cirugía  todos  los  casos  de  sífilis  hepática,  pues  sé 
perfectamente  que  no  es  la  sífilis  un  mal  local,  y sí  demos- 
trar un  hecho  positivo  para  sacar  de  él  las  deducciones  más 
apropiadas. 

Creo  indudable  que  el  tratamiento  médico,  antes  y des- 
pués de  la  operación,  debe  usarse  y quizás  con  más  empeño 
después  con  el  objeto  de  poner  á cubierto  á la  enferma  de 
nuevos  accidentes. 

Kn  el  caso  que  os  acabo  de  describir,  no  seguí  con  rigor 
este  método,  más  que  nada,  por  ver  hasta  dónde  podían  lle- 
gar los  buenos  resultados  quirúrgicos,  y á la  verdad  que  no 
me  ha  pesado,  pues  casi  he  podido  apreciar  beneficios  que 
podía  haberlos  hecho  depender  de  la  medicación  por  los  io- 
duros  y mercurio. 

Oportunidad  he  tenido  de  seguir  viendo  de  cerca  á la 
operada  y observar  que  sus  funciones  digestivas  se  conservan 
perfectamente,  lo  mismo  que  el  resto  de  su  organismo,  no 
habiendo  acusado  la  más  leve  alteración  por  -parte  de  su 
glándula  hepática. 

Debo  hacer  constar,  que  después  de  conocido  por  mí  el 
resultado  del  examen  histológico,  traté  con  la  enferma,  y con 
más  empeño  aun,  de  averiguar  el  verdadero  origen  de  su  mal, 
no  pudiendo  en  realidad  sacar  gran  provecho  de  ello. 

Cerca  de  medio  siglo  ha  transcurrido  desde  que  posee- 
mos una  descripción  precisa  de  la  sífilis  del  hígado  y aun 
cuando  son  muchos  los  autores  que  se  han  ocupado  en  la 
cuestión  durante  este  largo  período  de  tiempo,  preciso  es  re- 
conocer que  el  diagnóstico  de  esa  afección  se  hace  raras  ve- 
ces á la  cabecera  del  enfermo,  y si  se  hace,  es  con  poca  segu- 
ridad. Esto  es  debido  á la  gran  variedad  de  las  lesiones 
anatómicas,  á la  variedad  aun  mayor  de  los  síntomas  clínicos 
y de  la  evolución  de  la  enfermedad,  finalmente,  á la  coexis- 
tencia más  ó menos  frecuente  de  otras  afecciones. 

También  creo  prudente  antes  de  dar  fin  al  trabajo  y 
recordando  á lo  expuesto  por  Gerhardt,  que  cuando  se  trata 
del  diagnóstico  de  lesiones  sifilíticas  de  un  órgano  interno,  hay 
que  recordar  que  la  existencia  de  una  sífilis  natural  ó antigua 
no  prueba  que  una  lesión  grave  de  uno  de  estos  órganos  sea 
de  naturaleza  sifilítica,  sino  únicamente  que  puede  darse  el 
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caso  de  que  así  sea.  De  otra  parte  hay  que  contar  con  las 
reticencias  ó con  la  ignorancia  del  enfermo:  éste  puede  haber 
creído  que  se  trataba  de  un  chancro  blando  ó bien  la  lesión 
inicial  puede  haber  dejado  apenas  vestigios  aparentes.  He 
aquí,  según  el  mismo  autor,  algunos  ejemplos  de  ello:  dos 
esposos  vienen  á consultarle  teniendo  ambos  el  hígado  volu- 
minoso é indolente;  en  el  marido  tratábase  de  gomas,  en  la 
mujer  de  equinococos,  y los  dos  curaron:  aquél  mediante  fric- 
ciones mercuriales;  ésta  última  mediante  una  incisión.  Un 
anciano  ingresa  en  el  Hospital,  confesando  haber  contraído 
sífilis:  tiene  una  úlcera  profunda  en  la  epiglotis,  ictericia, 
hígado  voluminoso,  prolongado  más  allá  de  su  borde  inferior 
por  un  tumor  duro  y prominente;  se  instituye  sin  éxito  el 
tratamiento  mercurial;  el  enfermo  sucumbe  con  los  síntomas 
de  una  hemorragia  interna.  En  la  autopsia  se  encuentra  un 
vasto  aneurisma  de  la  arteria  pancreatico-duodenal,  lleno  de 
coágulos. 

Para  terminar  debo  deciros  que  los  tres  años  transcurridos 
de  la  fecha  de  la  operación,  son  garantía  suficiente  de  las 
inmensas  ventajas  que  la  cirugía  nos  puede  reportar  en  deter- 
minadas afecciones  sifilíticas  del  hígado,  y prueban  á su  vez 
que  la  curación  obtenida  es  duradera. 


HERNIA  EXTRANGULADA 

EN  UNA  NIÑA  DE  DIECISIETE  MESES 

POR  EL 

D-R.  JUA/N  GU  IERRA  y ESTERADA 

(HABANA,  CUBA.) 


Sr.  Presidente: 

Señores: 

Al  dirigiros  la  palabra  en  estos  momentos,  es  sólo  con 
el  objeto  de  presentar  un  curioso  caso  por  varios  conceptos, 
para  lo  cual  pido  me  dispenséis  pequeños  instantes. 

En  el  mes  de  Abril  del  año  1899,  se  presentó  á mi  con- 
sulta una  señora  con  un  niño  en  brazos;  manifestando  que  en 
época  anterior,  sin  poder  precisar  tiempo  y con  motivo  de  una 
caida,  se  le  produjo  una  bernia  á la  referida  niña:  que  esa 
hernia  la  comprobó  un  médico  y le  indicó  un  aparato  al  efecto. 

Que  en  ese  mes  de  Abril,  día  12,  y estando  en  hombros 
de  otra  menor,  se  le  fué  de  espaldas,  no  dándole  importancia 
alguna  al  hecho,  hasta  que  por  la  noche  se  le  presentaron 
vómitos  á la  más  pequeña  cantidad  de  alimento  que  ingería, 
pero  sin  aquejar  otros  síntomas,  y que  por  esa  circunstancia 
me  la  trajo  á la  consulta. 

Preguntada  la  edad  de  la  paciente,  me  dijo  que  no  tenía 
aun  cumplidos  diez  y nueve  meses. 

Indagando  sus  antecedentes,  me  manifestó  la  madre  que 
á excepción  de  catarros,  no  había  padecido  enfermedad  algu- 
na, y yo,  por  mi  parte,  pude  comprender  que  estaba  en  pre- 
sencia de  un  sujeto  escrofuloso,  pues  así  lo  demostraba  su 
aspecto  exterior  y antecedentes  familiares. 

La  acosté  en  la  mesa  de  reconocimiento  y puesta  en  decú- 
bito dorsal  y los  muslos  en  extensión,  pude  notar  por  la  ins- 
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pección,  en  el  lado  derecho,  parte  media  déla  línea  que  forma 
la  base  del  triángulo  de  Scarpa,  una  elevación  del  tamaño  de 
una  nuez.  Recurrí  á otros  medios  indagatorios  para  formarme 
una  idea  de  lo  que  á mi  vista  se  presentaba  y por  la  palpación 
comprobé  un  tumor  pediculado  en  parte,  indolente  á la  pre- 
sión y macizo  á la  percusión:  por  lo  demás  no  presentaba  nada 
que  llamara  la  atención. 

Me  encontré  dudoso  en  presencia  de  ese  cortejo  de  fenó- 
menos sintomáticos,  porque,  atendiendo  á la  corta  edad,  á sus 
antecedentes  escrofulosos  y cuadro  poco  alarmante,  y sobre 
todo  á la  presencia  de  algunos  ganglios,  más  bien  parecía  uno 
de  esos  mismos  ganglios,  pero  grandemente  infartado;  y si 
tenemos  en  cuenta  los  vómitos,  la  oclusión  del  intestino  á 
toda  materia  y gases,  aunque  la  noche  anterior  tuvo  su  ligera 
deposición  líquida,  que  muy  bien  puede  ser  dependiente  de  la 
congestión  intestinal,  y antes  que  nada,  señores,  si  tenemos 
en  cuenta  la  presencia  de  una  hernia  anterior  á este  acciden- 
te, no  cabía  lugar  á duda,  la  extrangulación  existía,  y hacien- 
do todos  los  esfuerzos  que  son  indispensables  en  estos  casos, 
y no  dando  resultado  alguno,  se  imponía  la  intervención  qui- 
rúrgica; intervención  que  llevé  á efecto  al  día  siguiente  por 
la  mañana  en  unión  de  dos  compañeros. 

Hechas  y tomadas  todas  las  precauciones,  como  son  an- 
tisepsia de  manos,  instrumentos  y campo  operatorio  y previa 
la  anestesia  clorofórmica,  intenté  aun  su  reducción  y no  lo- 
grándolo procedí  á practicar  una  incisión  como  de  tres  centí- 
metros y medio  inmediatamente  encima  del  tumor,  incisión 
que  interesó  la  piel  y tejidos  subyacentes;  ayudado  de  la  son- 
da fui  incindiendo  y dislacerando  tejidos  hasta  llegar  á una 
membrana  que  presentaba  todos  los  caracteres  del  saco  her- 
niario;  dato  importante  que  debemos  tener  en  cuenta:  cuando 
la  operé  tenía  de  extrangulación  cuarenta  y cuatro  horas  y á 
pesar  de  este  tiempo  no  presentaba  caracteres  de  mortificación  , 
pues  su  color  era  blanco  nacarado.  Seguí  dislacerando  en 
derredor  del  saco  hasta  llegar  al  anillo  crural,  punto  de  la 
extrangulación. 

Dada  la  estrechez  que  existía  en  dicho  anillo,  tuve  nece- 
sidad de  incindir  como  centímetro  y medio  hacia  abajo  y 
adentro  y no  en  otra  dirección,  si  tenemos  en  cuenta  las  im- 
portantes relaciones  vasculares  de  esa  región.  Incindí  el  saco 
hemiario  con  objeto  de  cerciorarme  del  estado  del  intestino  y 
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estando  en  buen  estado,  los  introduje  en  el  vientre,  ligué  el 
saco  al  nivel  del  anillo,  corté  y di  punto  de  sutura  con  seda 
fina  al  mismo  nivel.  Después  suturé  un  plano  profundo  y 
otro  superficial  con  seda  gruesa.  Puse  polvos  de  iodoformo, 
gasa  iodof orinada,  algodón  y un  vendaje  apropiado.  Al  día 
siguiente  habían  desaparecido  todos  los  fenómenos  de  la  ex- 
trangulación,  aunque  por  la  tarde  tuvo  su  ligera  elevación 
térmica,  la  que  desapareció  con  un  purgante  de  calomel  y 
poción  de  Benzo-naftol.  En  los  siguientes  días  temperatura 
normal,  estado  general  satisfactorio,  y á los  siete  días  fueron 
levantados  los  apósitos  y quitados  los  puntos,  pues  había  cica- 
trizado por  primera  intensión;  desde  esa  fecha  hasta  el  día  de 
hoy  ha  reinado  la  más  completa  salud. 

Ahora  bien,  como  dije  al  principio,  si  hacía  uso  de  la 
palabra,  era  por  presentar  un  curioso  caso,  y no  deja  de  serlo 
por  varias  circunstancias:  en  primer  lugar,  por  la  corta  edad 
de  la  paciente,  y no  se  crea  que  me  refiero  á la  variedad  cru- 
ral, porque  ésta  es  más  común  en  la  mujer  que  en  el  hombre, 
debido  al  estado  rudimentario  del  conducto  inguinal  de  la 
mujer,  á la  resistencia  de  esta  región  y por  consiguiente  á la 
concentración  de  todos  los  esfuerzos  sobre  la  faceta  crural:  si 
hago  mención  es  por  lo  rara  que  es  esta  afección  antes  de  los 
veinte  años,  y,  en  efecto,  si  hojeamos  las  obras  antiguas  de 
cirugía,  veremos  que  el  profesor  Moinac,  en  su  tratado  de  Pa- 
tología y Clínica  Quirúrgicas;  Gosselin,  en  su  Clínica  Qui- 
rúrgica; Malgaigne,  en  su  Medicina  Operatoria;  Vidal,  en  su 
tratado  de  Patología  externa;  Cooper,  en  sus  lecciones  de  Ci- 
rugía; Bernard  y Huet,  Lewis,  en  su  tratado  de  Enfermeda- 
des de  la  Infancia;  Gerhardt,  en  su  obra  de  Enfermedades  de 
los  niños,  no  citan  casos  de  Hernia  crural  extrangulada;  y si 
pasamos  la  vista  por  los  tratados  modernos,  tanto  de  Cirugía 
en  general  como  de  la  infancia  en  particular,  veremos  á Du- 
play, Monchet,  Kocher,  San  Germain,  etc.,  que  no  hacen 
mención  sobre  el  particular. 

Otro  de  los  puntos  interesantes,  era  la  dificultad  para  el 
diagnóstico,  porque  al  no  existir  fiebres,  dolores,  sudor,  de- 
presión en  sus  fuerzas,  la  facies  característica,  en  fin,  ese  cor- 
tejo sintomático  de  la  hernia  extrangulada,  no  podía  suponer 
que  tal  afección  tuviera,  y más  bien  parecía  un  grueso  gan- 
glio infartado,  si  tenemos  en  cuenta  que  á su  derredor  existían 
otros  aunque  de  menos  volumen. 
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Otro  dato  importante  que  depende  en  parte  de  la  escasez 
de  síntomas,  era  la  conformidad  por  parte  de  la  pequeña  pa- 
ciente para  sufrir  su  lesión,  pues  á pesar  del  convencimiento 
que  se  tenía  de  la  extrangulación,  tuve  un  momento  de  duda 
entre  la  intervención  y la  espectación. 

Unicamente  viéndola  se  hacía  uno  cargo  de  esa  toleran- 
cia y es  preciso  desconfiar  de  esa  aparente  conformidad  de  los 
enfermos,  porque  podemos  ser  responsables  de  sus  consecuen- 
cias, de  manera  que  no  es  la  tolerancia  ó desinquietud  de  los 
enfermos  lo  que  nos  ha  de  guiar  para  la  intervención. 

El  momento  operatorio  es  otro  punto  de  vital  interés  y de 
él  quiero  hacer  mención.  Están  divididas  las  opiniones  sobre 
la  espectación  y la  intervención  y soy  amante  de  este  último 
proceder,  porque  es  necesario  recordar  que  las  hernias  crura- 
les son  pequeñas,  salen  por  una  abertura  muy  estrecha  y de 
una  extrangulación  muy  fuerte,  y la  taxis,  aun  haciéndola  en 
debida  forma,  no  da  los  resultados  apetecidos. 

En  conjunto,  que  de  la  taxis  no  debemos  esperar  mucho, 
porque  las  estadísticas  así  lo  demuestran  y porque  si  después 
de  tantas  maniobras  no  nos  dan  resultados,  encontramos  los 
tejidos,  al  operar,  algo  mortificados,  y eso,  como  se  compren- 
derá, no  es  beneficioso  para  el  éxito  operatorio. 

Creo  que  después  de  pequeñas  maniobras  sin  resultado, 
se  debe  recurrir  á la  intervención  porque  es  necesario  tener 
presente  que,  datando  de  poco  tiempo  de  extrangulación,  con- 
tamos con  el  éxito,  y si  esperamos  mucho  tiempo,  las  proba- 
bilidades son  de  funestas  consecuencias.  En  efecto,  aquel 
organismo  que  sufre  una  extrangulación  hemiaria,  no  puede 
permanecer  impasible,  tiene  que  resentirse  necesariamente  y 
esa  serie  de  complicaciones  consecutivas  que  están  en  relación 
con  el  tiempo  de  que  data  la  extrangulación,  tiene  que  obrar 
por  necesidad  en  contra  del  éxito  operatorio. 

Y esto  no  es  querer  decir  que  yo  sea  enemigo  de  todo  lo 
que  no  sea  intervención,  y,  en  efecto,  señores:  supongamos  á 
un  individuo  que  padece  una  hernia  fácilmente  reductible, 
que  se  sostiene  con  un  vendaje  y el  individuo  no  experimenta 
dolor  alguno,  es  perder  tiempo  en  proponerle  la  operación, 
porque  él  mismo  la  rehusaría.  Pero  ¿podemos  afirmarle  por 
eso  que  se  verá  libre  siempre  de  la  hernia  y de  la  molestia  de 
llevar  un  vendaje?  No,  seguramente;  pero  estamos  obligados 
á hacerle  ver  la  necesidad  de  su  cura  radical,  porque  á la  larga 
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se  le  liará  penoso  el  vendaje  y expuesto  siempre  á la  extran- 
gulación, y entonces  con  menos  probabilidades  de  éxito.  Y si 
se  opera  en  buenas  condiciones,  será  beneficioso  para  el  en- 
fermo, porque  aun  en  caso  de  recidiva  se  coloca  en  las  condi- 
ciones de  las  numerosas  personas  que  padecen  una  pequeñí- 
sima bernia,  fácilmente  reductible,  sin  molestia,  ni  dolor 
alguno,  y siempre  le  hemos  sustituido  una  grave  y amenaza- 
dora enfermedad  por  otra  más  ligera. 

Y ya  que  trato  aquí  del  momento  operatorio,  quiero  hacer 
mención  de  un  punto  que  está  en  íntima  relación;  se  trata  de 
si  se  ha  de  seguir  ó no  un  proceder  de  uno  de  los  tiempos  de 
la  operación,  me  refiero  á si  se  debe  ó no  abrir  el  saco  her- 
niario  en  el  momento  de  desbridar  el  anillo. 

Los  que  opinan  que  se  debe  desbridar  el  anillo  sin  abrir 
el  saco,  están  basados  en  la  idea  de  que  la  extrangulación  del 
intestino,  se  verifica,  no  por  el  cuello  del  saco  hemiario,  sino 
por  el  anillo,  de  manera  que  una  vez  ensanchado  éste,  puede 
reintegrarse  en  el  vientre  el  contenido  del  saco,  sin  necesidad 
de  abrir  el  peritoneo. 

Y efectivamente,  la  operación  es  menos  grave;  pero  exis- 
ten objeciones  en  su  contra  y una  de  ellas  es  que  la  extran- 
gulación puede  ser  dependiente  del  saco  y lo  prueban  multitud 
de  hernias  reducidas  sin  necesidad  de  desbridar  el  anillo  y 
con  sólo  abrir  el  saco,  y supongamos  que  siempre  sea  depen- 
diente la  extrangulación  del  anillo  ¿no  es  de  gran  importancia 
comprobar  el  estado  del  intestino  antes  de  reducirlo?  Porque 
no  es  igual  la  conducta  que  debe  seguir  el  cirujano  si  el  in- 
testino está  esfacelado,  que  si  está  en  buen  estado,  y sobre 
todo,  señores,  que  la  gravedad  operatoria,  hoy  día,  ya  no  tiene 
razón  de  ser,  pues  cuenta  con  un  poderoso  agente,  que  es  la 
Cirugía  antiséptica  y siempre  que  se  observen  sus  reglas,  no 
hay  temor  á los  fracasos.  Otra  ventaja  que  se  obtiene  con  la 
extirpación  del  saco  es  el  de  la  cura  radical,  que  es  el  ideal  en 
esta  operación. 

Con  esto  doy  por  terminado  mi  trabajo,  restándome  so- 
lamente dar  las  más  infinitas  gracias  por  el  tiempo  que  me 
habéis  dispensado  al  ocupar  yo  esta  honrosa  tribuna. 


PLACENTA  PREVIA  PARCIAL. 

DOS  CASOS 

POR  EL 

trR.  /NICOLAS  GOMEZ  DE  *ROSAS 

(habana,  cuba) 


Sr.  Presidente: 

Señores: 

Yo  no  tengo  otra  pretensión,  al  someter  á la  considera- 
ción de  vosotros  este  trabajo,  que  el  mostrar,  por  dos  ejem- 
plos ú observaciones  clínicas,  todo  el  partido  que  podemos 
sacar  de  un  método  de  tratamiento,  desechado  absolutamente 
en  la  actualidad  por  la  mayor  parte  de  los  tocólogos  al  tra- 
tarnos de  esa  variedad  de  inserción  placentaria  sobre  el  seg- 
mento inferior  del  útero  que  lleva  el  nombre  de  placenta 
previa:  me  refiero  al  parto  forzado  por  extremidad  pelviana. 
Y bien  merece  le  dediquemos  un  momento  la  atención  aun- 
que no  sea  más  que  por  tratarse  de  una  de  las  formas  más 
graves  de  partos  que  proporcionan  aun  á los  más  experimen- 
tados parteros  “horas  difíciles  y de  inquietud.” 

Antes  de  daros  á conocer  estas  historias  ó notas  clínicas, 
permitidme  que  recuerde  algunos  detalles  de  la  inserción  po- 
lar inferior  y los  caracteres  especiales  de  la  placenta  previa, 
con  el  objeto  de  justificar  la  línea  de  conducta  que  hemos  se- 
guido y darle  gran  valor  al  precepto  de  que  en  clínica  es  pre- 
ciso disociar,  es  decir,  estudiarlas  variedades  ó formas  de  las 
distintas  entidades  á fin  de  interpretar  mejor  los  hechos,  y 
de  esta  suerte  que  nuestra  intervención  resulte  más  amolda- 
da á las  verdaderas  exigencias  de  cada  caso. 

El  útero  podemos  dividirlo,  según  Barnes,  en  tres  por- 
ciones por  dos  planos  transversales  paralelos,  comprendien- 
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do  la  inferior  al  istmo  ó porción  más  delgada  del  útero,  de- 
bido á la  no  existencia  en  ella  de  la  capa  muscular  media 
plexiforme  de  las  porciones  superior  y ecuatorial.  En  el  lí- 
mite del  segmento  inferior  con  las  superiores  está  el  anillo 
de  Bandl  ó círculo  uterino. 

Se  da  el  nombre  de  inserción  polar  inferior  á toda  pla- 
centa inserta  por  debajo  del  círculo  uterino.  Recordando  que 
la  altura  del  segmento  inferior  del  útero  alcanza  diez  centí- 
metros, puede  decirse  que  habrá  placenta  polar  inferior  siem- 
pre que  examinando  á esta  distancia  del  orificio  interno 
encontremos  placenta. 

Existen  variedades  de  inserción  de  la  placenta  polar  in- 
ferior atendiendo  á la  mayor  ó menor  proximidad  al  orificio 
interno.  Y éstas  son:  lateral,  cuando  la  placenta  toca  parte 
del  segmento  inferior  ó zona  peligrosa  de  Barnes.  Marginal, 
cuando  el  borde  de  la  placenta  llega  al  orificio  interno.  Par- 
cial, cuando  una  porción  de  placenta  ocupa  el  orificio  inter- 
no. Y Central,  cuando  el  mismo  centro  de  la  placenta  está 
sobre  el  orificio  interno. 

La  expresión  de  placenta  previa  se  aplica  á las  dos  últi- 
mas variedades,  en  las  cuales  la  placenta  se  encuentra  ver- 
daderamente delante  del  feto. 

Yo  entiendo  que  debemos  conservar  el  término  de  pla- 
centa previa,  porque  ella  reúne  una  categoría  de  hechos  que 
desde  el  punto  de  vista  de  la  gravedad  extrema  para  la  ma- 
dre y el  feto,  así  como  también  por  las  particularidades  que 
le  son  propias,  caracteriza  ó nos  hace  dar  á esta  forma  de 
placenta  polar  inferior  una  fisonomía  especial  en  relación  con 
las  otras  variedades.  Quiero,  pues,  fijar  bien  la  atención  que 
al  decir  placenta  previa  me  refiero  á las  dos  variedades  par- 
cial y central  de  la  inserción  placentaria  sobre  el  segmento 
inferior  del  útero. 

Es  la  placenta  previa  afortunadamente  excepcional;  una 
vez  de  cada  mil  partos  para  la  variedad  parcial  y aun  mucho 
más  rara  para  la  central.  Pinard  afirma  no  haber  encontrado 
ningún  ejemplo  de  esta  última,  y cree  que  muchos  hechos 
han  sido  designados  como  centrales  por  error  de  interpreta- 
ción. Para  corroborar  su  aserto  relata  un  caso  práctico  de  es- 
ta manera: 

“He  aquí  una  placenta  inserta  viciosamente:  fui  yo 
quien  intervine  en  toda  la  duración  del  trabajo;  he  podido, 
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pues,  juzgar  las  cosas  por  mí  mismo,  y ved  lo  que  me  ha  pa- 
recido interesante.  En  el  primer  examen  no  he  encontrado 
más  que  membranas  lisas  y tensas  y las  he  roto.  En  el  se- 
gundo examen  practicado  más  tarde,  en  un  momento  en  que 
la  dilatación  era  completa  ó casi  completa,  he  encontrado 
una  gran  masa  de  cotiledones  que  pendía  dentro  de  la  vagi- 
na. ¿Qué  había  ocurrido?  De  estas  dos  cosas  una:  ó la  pla- 
centa arrastrada  por  la  región  fetal  se  había  deslizado  al  des- 
prenderse ó el  segmento  inferior  se  había  retirado  á medida 
que  el  orificio  se  entreabría,  dejando  á descubierto  muchos 
cotiledones;  poco  importa  el  mecanismo,  lo  que  deseo  es  con- 
signar el  hecho.  Pues  bien:  si  no  hubiera  practicado  el  tacto 
la  primera  vez  me  habría  contentado  con  decir:  la  inserción 
era  central  ó casi  central.  Y,  sin  embargo,  no  era  así,  puesto 
que  por  el  primer  examen  percibí  solamente  las  membranas 
al  nivel  del  orificio.” 

Cuando  es  examinada  una  placenta  previa,  después  de 
su  expulsión,  presenta  particularidades  anatómicas  macros- 
cópicas estudiadas  por  Sinelius,  Gendrin  y confirmadas  más 
tarde  por  Hofmeier,  Scrader  y demás  tocólogos;  su  forma  es 
irregular,  aplastada,  extendida  “á  la  manera  de  esos  árboles 
que  nacen  en  los  terrenos  pobres  y que  extienden  sus  raíces 
á fin  de  conseguir  los  elementos  de  subsistencia”  (Auvard); 
algunas  veces  forma  dos  lóbulos  distintos;  los  cotiledones  di- 
fieren del  volumen  y espesor  pareciendo  en  ciertos  puntos 
atrofiados,  sobre  todo  en  la  parte  correspondiente  al  orificio 
interno  (dedal  del  orificio).  En  el  informe  leído  por  Pinard 
en  la  Academia  de  Medicina  de  París  sobre  un  caso  de  inser- 
ción viciosa  de  la  placenta  en  que  la  mujer  á fines  de  su  em- 
barazo fué  conducida  á la  maternidad  del  Hospital  de  Tenon 
casi  exangüe;  sorprendiéndole  la  muerte  sin  haber  realizado 
el  parto,  y sometida  á la  congelación,  se  observó  que  la  pla- 
centa cubría  el  orificio  interno  por  una  lengüeta  de  tres  cen- 
tímetros; siendo  esta  porción  previa  más  gruesa,  más  des- 
arrollada y vascularivada  que  el  resto.  Así  se  comprende  que 
la  hemorragia  fuera  mortal  con  tanta  rapidez. 

El  síntoma  alarmante  en  la  placenta  previa  es  la  hemo- 
rragia, más  intensa  que  en  las  otras  variedades,  á intervalos 
ó muchas  veces  única.  Esta  hemorragia  sobreviene  en  los 
últimos  meses  del  embarazo  ó en  el  momento  de  iniciarse  el 
parto,  siendo  un  hecho  digno  de  mencionarse  y que  ya  ha 
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sido  señalado  por  algunos  tocólogos,  que  en  las  multíparas  ó 
en  las  mujeres  que  presentan  una  causa  para  que  no  se  rea- 
lice fácilmente  el  encaje  de  la  parte  fetal,  la  hemorragia  es 
más  tardía  y por  tanto  tienen  menos  partos  prematuros. 

Intencionalmente  he  de  detenerme  sobre  las  teorías  para 
explicar  el  desprendimiento  de  la  placenta  polar  inferior,  cau- 
sa de  la  hemorragia. 

No  he  de  señalar  las  teorías  de  Jacquemier  y Depaul, 
Barnes  y la  de  Schrceder;  citando  la  más  aceptada  de  Pinard, 
que  explica  de  una  manera  satisfactoria  la  hemorragia  del 
embarazo  y parto.  En  efecto,  el  desprendimiento  de  los  coti- 
ledones que  produce  la  hemorragia  depende:  19,  del  estira- 
miento que  ejercen  las  membranas  distendidas  por  la  contrac- 
ción uterina  y cuyas  contracciones  sobrevienen  desde  los 
últimos  meses  del  embarazo;  29,  del  frote  directo  de  la  región 
fetal  sobre  la  placenta  ó á la  expansión  del  sementó  inferior, 
que  se  separa  dejando  á descubierto  una  cantidad  mayor  ó 
menor  de  cotiledones  á medida  que  se  ensancha  el  orificio, 

En  nuestros  casos  clínicos,  multíparas  las  dos  y sin  en- 
caje de  la  presentación,  ha  venido  la  hemorragia  al  término 
del  embarazo;  no  deteniéndose  á pesar  de  la  ruptura  extensa 
de  las  membranas  y sí  aumentando  ó continuando  en  razón 
directa  del  mayor  grado  de  dilatación  y flacidez  del  órgano 
uterino.  Puede,  pues,  considerarse  la  hemorragia  como  inevi- 
table, fatal,  durante  el  trabajo  en  estas  formas  de  inserción 
polar  y por  lo  cual  no  dé  resultados  muchas  veces  para  con- 
tenerla el  recurso  terapéutico  ruptura  de  las  membranas.  A 
medida  que  se  va  realizando  la  dilatación  hace  mayor  des- 
prendimiento de  placenta,  tanto  más  cuanto  mayor  cantidad 
de  ésta  se  encuentre  sobre  el  orificio  interno  y de  esta  suerte 
mayor  salida  de  sangre.  Por  otra  parte  la  lentitud  del  trabajo 
del  parto  por  encontrarse  la  placenta  delante  del  feto,  falta 
de  bolsa  y la  presentación  que  encajándose  arrastra  la  pla- 
centa, agravan  estas  condiciones  como  fácilmente  se  com- 
prende. 

Bastan  los  detalles  que  hemos  recordado  de  la  placenta 
previa  para  poder  entrar  de  lleno  en  el  tratamiento  sin  ocu- 
parme de  los  otros  signos,  ruptura  prematura  de  las  membra- 
nas, parto  prematuro  y presentaciones  viciosas  que  se  observan 
con  frecuencia  y que  no  ofrecen  particularidad  especial  en  la 
placenta  previa  con  relación  á las  otras  formas. 
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Si  consultamos  las  obras  de  Obstetricia,  en  lo  referente 
al  tratamiento  de  la  inserción  polar  inferior,  no  encontrare- 
mos mención  especial  de  la  placenta  previa,  incluida  en  todas 
las  demás  variedades;  recomendándonos,  como  regla  general, 
contemporizar  deteniendo  la  hemorragia  (reposo  absoluto,  in- 
yecciones calientes,  taponamiento)  antes  de  apelar  á recursos 
extremos.  Exceptúo  á gran  número  de  tocólogos  ingleses  y 
alemanes,  entre  todos  los  cuales  cito  á Playfair,  que  no  sólo 
especializan  la  placenta  previa,  sino  que  participan  de  la  opi- 
nión del  Dr.  Greenpalgh,  sostenida  en  una  memoria  presen- 
tada en  la  Sociedad  Obstétrica  de  Londres,  donde  recomienda 
provocar  el  parto  inmediatamente.  Por  mi  parte,  soy  de  esta 
opinión,  en  cuanto  se  refiere  á la  placenta  previa.  Las  razones 
que  existen  son  claras:  con  el  conocimiento  de  las  particula- 
ridades ya  mencionadas  de  la  placenta  previa,  no  es  posible 
contemporizar,  dada  la  seguridad  que  hemos  de  tener  la  re- 
producción de  la  hemorragia,  tal  vez  á las  pocas  horas,  si  ella 
se  ha  detenido  en  el  momento;  debiendo  ganar  tiempo,  á fin 
de  realizar  el  parto  estando  la  mujer  en  buenas  condiciones. 
Por  otra  parte  las  probabilidades  de  salvar  el  feto,  siendo  via- 
ble, son  mayores  cuanto  más  pronto  se  realice  el  parto.  Así, 
pues,  durante  el  embarazo  como  en  el  parto  debemos  tener 
como  precepto  la  terminación  de  este  último  cuanto  antes, 
contrario  ésto  al  precepto  de  contemporizar  mientras  la  he- 
morragia no  sea  alarmante  y que  generalmente  nos  aconsejan 
los  tratados  clásicos.  Creo  es  éste  un  factor  principalísimo 
para  disminuir  la  mortalidad  de  madres  y niños  por  placenta 
previa. 

He  de  ocuparme,  sobre  todo,  de  los  medios  puestos  en 
acción  en  nuestros  casos,  dejando  á un  lado  el  taponamiento 
de  la  vagina  que  con  Pinard  desechamos;  la  versión  bipolar 
que  si  en  algunos  casos  resulta  de  gran  utilidad,  siempre  que 
sea  podálica,  en  otros  resulta  impracticable  (cuello  volumino- 
so y largo,  feto  situado  muy  arriba,  pared  abdominal  gruesa 
que  impide  la  acción  exterior,  ruptura  de  las  membranas, 
embarazo  gemelar,  etc);  la  ruptura  de  las  membranas,  que  es 
un  recurso  poderoso  en  las  otras  variedades  de  inserción  y 
aun  útil  en  la  placenta  previa;  la  administración  del  corne- 
zuelo; desprendimiento  de  la  placenta,  etc.,  etc. 

Si  me  fuera  dable  resumir  nuestros  medios  diría:  parto 
acelerado  ó parto  forzado  lento  por  versión  podálica  interna. 
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Antes  de  tratar  de  probar  que  á nuestro  juicio  resulta 
este  procedimiento  no  tan  peligroso  como  se  cree  y más  útil, 
he  de  advertir:  no  somos  absolutistas,  en  el  sentido  de  impo- 
ner siempre  nuestra  conducta  á todos  los  casos  de  placenta 
previa.  Sabemos  que  no  es  posible  exista  un  método  único  y 
exclusivo  para  tratar  la  placenta  previa;  dependiendo  éste  de 
las  particularidades  de  cada  caso;  pero,  al  menos,  estimamos 
nuestra  conducta  como  la  general  que  debe  usarse  en  esta 
variedad  que  estudiamos. 

En  términos  generales,  yo  estimo  que  la  versión  pelvia- 
na en  los  casos  de  placenta  previa,  y siempre  que  ella  pueda 
ser  efectuada,  no  sólo  reúne  las  inmensas  ventajas  de  poder 
terminar  el  parto  brevemente,  como  más  adelante  apuntaré, 
de  que  con  un  pie  del  feto  en  la  vulva,  la  hemorragia  gene- 
ralmente se  detiene  por  compresión  del  segmento  inferior  y 
disminución  de  volumen  del  útero,  sino,  además,  evita  las 
dificultades  que  al  descenso  de  la  cabeza  opone  la  obstrucción 
de  una  parte  considerable  del  segmento  inferior  por  la  pla- 
centa y cuya  falta  de  encajamiento,  unido  á la  debilidad  de 
las  contracciones,  colocan  á la  madre  y el  feto  en  las  peores 
condiciones;  no  realizándose  el  parto  con  la  rapidez  que  sus 
vidas  requieren. 

Ahora  bien:  hecha  la  versión  pelviana,  ya  bipolar  ó in- 
terna, estando  un  pie  en  la  vulva,  debemos  esperar  ó hacer 
el  parto  forzado  lento,  según  las  condiciones  de  cada  caso;  si 
la  sangre  se  contiene,  la  madre  en  buenas  condiciones  y el 
feto  vive  bien,  debe  esperarse  mayor  tiempo;  siendo  distinto 
esperar  en  estas  circunstancias,  que  tenemos  la  terminación 
del  parto  en  nuestras  manos,  que  contemporizar  con  los  otros 
recursos.  Por  el  contrario,  en  los  casos  de  gravedad  para  am- 
bos ó uno  de  los  dos  seres  confiados  á nuestros  cuidados,  no- 
sotros hemos  practicado  el  parto  forzado  lento. 

El  mismo  Pinard  aconseja,  que  cuando  la  ruptura  de  las 
membranas  no  da  resultado,  y si  la  placenta  es  previa,  debe 
hacerse  la  versión  pelviana,  aunque  siempre  esperando  á la 
dilatación  completa  del  orificio  para  la  extracción.  Es  real- 
mente difícil  en  las  circunstancias  en  que  la  vida  de  la  mujer 
y del  feto  están  seriamente  comprometidos,  esperar  á la  dila- 
tación completa  cuando  sabemos  que  el  cuello  es,  general- 
mente en  estos  casos,  flácido  y la  matriz  se  contrae  débilmente. 
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Yo  entiendo  qne  esperar,  ante  semejantes  cuadros,  sin  hacer 
el  parto  forzado  lento,  es  más  peligroso  qne  si  se  interviene. 

El  parto  forzado  lento  hecho  por  la  extremidad  pelviana, 
es  menos  peligroso  qne  si  se  hiciera  con  el  fórceps,  pues  no 
resulta  lo  mismo  hacer  pasar  por  el  orificio,  no  dilatado  com- 
pletamente, del  cuello,  nn  feto  por  los  pies,  qne  á medida  qne 
se  tira  realiza  gradualmente  la  dilatación  y encuentra  la  ca- 
beza ó porción  más  dura  su  salida,  estando  este  orificio  casi 
dilatado  y se  encaja  por  su  extremidad  menor  ó parte  estrecha 
del  cono,  que  si  se  realizara  este  parto  de  cabeza;  distendién- 
dose desde  el  principio  á su  máximun  el  orificio  del  cuello,  y 
de  esta  suerte  fácilmente  desgarrado.  Admito  el  parto  forzado 
lento  por  los  pies,  de  la  misma  manera  que  se  admite  la  dila- 
tación forzada  del  orificio  por  los  dilatadores  mecánicos  que 
existen  con  la  ventaja  de  la  mayor  rapidez  del  parto.  Como 
se  ve,  pues,  nosotros  no  realizamos  el  parto  forzado  rápido, 
tirando  brutalmente  de  los  pies  del  feto  hasta  su  completa 
extracción,  ni  aun  aconsejamos  la  extracción  forzada  con  el 
fórceps  en  los  casos  de  presentación  de  la  estrechez  cefálica; 
sabemos  perfectamente  que  actuar  así,  y aun  más  si  es  la  es- 
tremidad  cefálica  la  que  se  presenta,  es  correr  el  grave  peli- 
gro de  desgarros  en  el  segmento  cérvico-uterino,  y de  ahí 
nuestra  denominación  de  parto  forzado  lento  por  versión  pel- 
viana. Establecemos,  por  tanto,  una  diferencia  ó división  en 
el  parto  forzado,  que  entendemos  no  tiene  los  peligros  gene- 
ralmente admitidos. 

Las  observaciones  que  presento  han  sido  tratadas  por 
este  método  y no  se  ha  tenido  ningún  accidente  de  destrozos 
uterinos.  Con  una  dilatación  de  dos  traveses  de  dedo  y sien- 
do el  cuello  dilatable,  la  hemos  ampliado  con  la  mano  hasta 
poder  introducirla  en  la  cavidad  uterina,  realizando  la  ver- 
sión y extracción  lenta. 

La  mano  del  tocólogo  no  puede  ser  causa  de  desgarros, 
siempre  que  proceda  con  ciencia  y paciencia;  la  verdadera 
causa  es  la  salida  de  la  cabeza  cuando  se  hace  la  extracción 
rápida,  siendo  por  la  versión  menos  frecuente  que  con  el  fór- 
ceps. Sin  embargo  de  todo  esto,  se  podrá  objetar  que  aun 
practicando  la  extracción  lenta,  la  salida  de  la  cabeza,  la  úl- 
tima quedaría  aprisionada  por  el  segmento  cérvico-uterino  y 
lesionaría  estas  partes.  Valgan  nuestras  observaciones  como 
hechos  que  demuestran  que  no  todas  las  veces  el  segmento 
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cérvico-uterino  aprisiona  la  cabeza,  y aunque  así  resultara,  la 
hemorragia  estará  seguramente  cohibida  por  la  contracción 
y obturación  del  segmento  inferior;  siendo  el  feto  el  que  en- 
contraría probablemente  su  muerte  en  este  accidente,  común 
al  parto  de  nalgas. 

Al  cornezuelo  de  centeno  deben  atribuirse  no  pocos  des- 
garros, antiguamente  que  tanto  abuso  se  hacía  de  él;  este 
agente,  criminal  en  estos  casos,  contrayendo  las  fibras  mus- 
culares lisas  irregularmente,  nos  ofrece  mayores  obstáculos. 

La  dilatación  del  cuello  se  realiza  hasta  dos  ó tres  tra- 
veses  de  dedo  con  los  diferentes  dilatadores,  (sacos  de  Bar- 
nes y Champetier  de  Ribes)  que  al  propio  tiempo  hacen  el 
efecto  de  tapón;  de  dos  traveses  de  dedo  hasta  la  introduc- 
ción de  la  mano  con  esta  misma,  si  es  que  no  hemos  inten- 
tado hacer  la  versión  bipolar.  En  los  casos  donde  no  se  tiene 
á mano  los  dilatadores  desde  el  principio,  puede  hacerse  la 
dilatación  con  los  dedos,  según  el  método  de  Harris. 

El  cloroformo  presta  grandes  servicios  en  las  parturien- 
tas no  muy  anemiadas  y cuando  las  contracciones  uterinas 
son  frecuentes.  En  nuestros  dos  casos  no  se  usó  de  la  anes- 
tesia; debiendo  señalar  que  la  excitación  provocada  por  el 
acto  operatorio  produjo  una  verdadera  reanimación  en  la  ob- 
servación primera. 

En  resumen:  practicamos  la  ruptura  extensa  de  las 
membranas  y dilatación  del  cuello  hasta  que  permita  el  paso 
de  la  mano;  haciendo  la  versión  podálica  ya  bipolar  cuando 
es  fácil  ó interna  y realizada  ésta  con  pie  en  la  vulva,  espe- 
ramos ó tiramos  sin  violencia , según  el  estado  de  grave- 
dad de  la  madre  y feto  y conforme  se  hace  la  extracción  de 
nalgas. 

OBSERVACION  I 


N.  N.,  de  Galicia,  de  30  años,  vecina  de  Cuba  18,  obesa,  de  pared  abdominal 
muy  gruesa,  multípara,  embarazo  á término,  mes  de  Mayo  1897.  Día  10  por  la  no- 
che: hemorragia  genital  á intervalos  en  gran  cantidad,  dolores.  Al  día  siguiente 
por  la  tarde  la  vemos  por  primera  vez  el  Dr.  Ramírez  Tovar  y yo:  cuello  del  grue- 
so de  tres  centímetros  más  ó menos;  dilatación  de  dos  traveses  de  dedo  y dilata- 
ble; una  gran  porción  de  placenta  sobre  el  orificio;  desprendido  el  lado  izquierdo, 
por  donde  introduciendo  el  dedo  se  llega  á su  borde  notándose  las  membranas  ex- 
tensamente rotas  á este  nivel;  presentación  de  vértice  transversal  derecha;  la  cabe- 
za movible  sobre  el  estrecho  superior.  La  hemorragia  continúa;  síncopes  al  menor 
movimiento  de  levantar  la  cabeza;  pulso  frecuente  y pequeño.  Tratamiento:  inyec- 
ciones liipodérmicas  de  éter,  cafeina  é intervención;  siendo  fácil  la  penetración  de 
la  mano,  versión  y extracción  forzada  lenta  del  feto;  varón  muerto.  Extracción 
manual  de  la  placenta,  casi  toda  en  la  vagina;  inyección  caliente;  el  útero  se  con- 
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trae  bien;  nada  más  de  sangre.  Puerperio  normal;  poco  á poco  adquiere  su  salud 
habitual. 

Como  se  ve,  esta  parturienta  se  pasó  más  de  veinte  horas  perdiendo  sangre 
y que  hizo  llegara  al  estado  gravísimo  en  que  la  encontramos,  estando  el  feto  muer- 
to. En  buena  estadística  de  mortalidad  de  niños  por  este  tratamiento,  no  debe  ser 
incluida  esta  muerte  porque  el  tiempo  perdido  ha  sido  la  causa  de  habernos  encon- 
trado el  feto  muerto.  Falta  aquí  la  condición  de  haberse  realizado  la  intervención 
desde  el  principio.  Resultaría  igual  si  quisiéramos  incluir  también  casos  en  los 
cuales  como  último  recurso  se  ha  apelado  al  parto  forzado,  lento,  por  versión  pel- 
viana, después  de  haber  contemporizado  ensayando  los  otros  recursos,  y encon- 
trándonos de  esta  suerte  con  feto  muerto  y la  madre  en  malas  condiciones. 

OBSERVACION  II 

A.  D.,  de  la  Habana,  32  años,  vecina  de  la  calle  de  Campanario,  multípara, 
embarazo  á término  mes  de  Mayo  1897,  Día  23  por  la  mañana,  pierde  sangre  en 
bastante  cantidad.  La  vemos  el  Dr.  Ramírez  Tovar  y yo.  Por  la  palpación  del  vien- 
tre comprobamos  embarazo  gemelar,  estando  los  dos  fetos  en  hamaca,  como  dice 
Budin,  con  ambas  extremidades  cefálicas  hacia  el  lado  derecho,  dorso  anteriores; 
latidos  dobles  fetales,  estando  ambas  fosas  en  una  línea  perpendicular,  uno  encima 
del  otro;  contracciones  uterinas;  la  sangre  continúa;  cuello  del  grueso  de  un  dedo, 
permite,  forzándole,  la  introducción  de  tres  dedos;  placenta  previa  parcial.  Intro- 
duciendo nuestros  dedos  por  el  lado  izquierdo,  que  es  la  parte  que  corresponde  al 
borde  de  la  placenta,  se  encuentran  rotas  las  membranas  y el  primer  feto  que  se 
presenta  en  A.  I.  D.  La  paciente  en  buenas  condiciones.  Intervención:  versión  po- 
dálica  interna,  primer  feto  y extracción  forzada,  lenta;  feto  varón  vivo;  al  extraer 
la  cabeza  por  maniobra  Mauricean,  la  placenta  ocupa  el  cuello  del  feto  y sale  junto 
con  la  cabeza.  Se  forma  nueva  bolsa  de  las  aguas  y rotas  por  nosotros  se  hace  la 
version  podálica  para  el  segundo  feto  varón  y vivo;  expulsión  de  la  placenta  por 
expresión;  el  útero  se  contrae  bien.  Nada  de  desgarros.  Examinada  la  primera 
placenta  ó previa,  se  encuentra:  en  la  unión  de  su  cuarto  externo  con  el  resto,  una 
porción  delgada  que  contrasta  con  el  grosor  de  su  alrededor  (dedal  del  orificio), 
su  forma  es  irregular,  extendida.  Puerperio  fisiológico. 
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Clinical  experience  and  pathology  have  taught  that  the  best  results  cannot 
be  awaited  from  the  attempted  restoration  of  one  surgically  diseased  part  when 
lesions  of  associated  structures  are  allowed  to  continue  undisturbed;  in  other  words, 
in  associated  morbid  conditions  the  harmony  and  adjustment  of  all  the  disordered 
elements  must  be  collectively  reestablished  in  order  to  bring  about  the  perfect  resto- 
ration of  the  individual  defect. 

The  evidence  in  favor  of  combined  operations  may  be  stated  as  follows:  Ex- 
perience has  demonstrated,  on  the  other  hand,  that  several  operations  perfomed 
at  the  same  sitting  do  not  compromise  the  life  of  the  patient  to  any  appreciable 
degree;  that  the  extra  time,  within  reasonable  limits,  required  for  the  execution  of 
the  various  procedures  does  not  necessarily  augment  the  dangers  to  be  anticipated 
from  any  surgical  act;  that  repair  in  the  individual  parts  involved  goes  on  as  un- 
interruptedly and  successfully  and  that  convalescence  is  as  rapid  and  satisfactory 
as  when  but  a single  uncomplicated  operation  is  performed. 

While,  on  the  other  hand,  following  the  passing  of  the  ordeal,  the  patient‘s 
mind  remains  tranquil  and  undisturbed  by  the  dread  of  possible  future  treatment 
and  the  fear  of  the  anesthetic;  convalescence  is  not  retarded  by  the  presence  of 
morbid  structures  or  conditions  left  behind,  and  recovery  is  not  partial  but  total 
and  complete. 
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Mr.  Chairman  and  GenteEmen  of  the  Section: 

The  importance  of  the  subject  indicated  by  the  title  of  this  paper  appeals  to 
all  of  us  and  will  therefore  need  no  apology  for  engrossing  your  attention,  except 
perhaps  for  the  weakness  of  its  presentation.  That  diagnosis  should  precede  oper- 
ation is  such  a rational  assumption  that  it  has  almost  a natural  claim  upon  all  oper- 
ators and  this  claim  should  whenever  possible  be  respected.  That  it  does  not  al- 
ways receive  the  attention  and  consideration  it  merits,  will  we  think  be  generally 
conceded  and  that  failure  in  diagnosis  frequently  leads  to  unnecessary  operative 
work  and  occassionally  to  unfortunate  results,  clinical  records  sufficiently  prove. 
It  is  not  possible  within  the  time  and  space  allotted  to  this  paper  to  do  anything 
more  than  merely  sketch  the  most  urgent  necessities  of  this  great  field  of  surgical 
effort  and  to  invite  your  attention  to  certain  lines  of  thought  which  we  believe 
should  occupy  the  mind  of  every  abdominal  surgeon.  In  doing  this  it  will  be  our 
privilege  to  suggest  a few  new  thoughts  while  reviewing  many  old  ones  in  the  hope 
and  to  the  end  that  they  may  aid,  in  however  small  the  degree,  in  bringing  us 
nearer  the  time  wdien  the  exploratory  incision  may  be  less  frequently  used  than  at 
the  present  time  seems  necessary  and  when  more  confidence  may  be  placed  in  the 
diagnostic  touch  of  the  operator  who  would  work  in  the  abdominal  cavity.  In  the 
diagnosis  of  abdominal  tumors  several  requirements  must  be  fulfilled  before  the 
diagnostician  can  possibly  hope  for  even  aproximately  accurate  results  and  for  the 
purposes  of  this  paper  we  have  arbitrarily  placed  these  requirements  in  the  follow- 
ing order: 

I.  A knowledge  of  the  .shape  and  boundary  of  the  cavity  itself. 

II.  A knowledge  of  the  normal  location,  physical  outlines  and  physiologic- 
al functions  of  the  organs  of  this  cavity. 

III.  A reasonably  comprehensible  knowledge  of  those  tumors  which  fre- 
quently affect  as  well  as  of  those  which  infrequently  affect  these  organs. 

ÍV.  Familiarity  with  the  recognized  methods  of  examination  coupled  with 
system  and  exactness  of  procedure. 

V.  A developed  faculty  capable  of  exhibiting  co-ordinate  and  harmonious 
action  on  the  part  of  the  physical  and  mental  being  of  the  examiner. 

The  first  of  these  conditions  we  will  simply  refer  to  in  a general  way  by 
assuming  that  the  word  abdominal  includes  the  term  pelvic  and  that  the  two  cavities 
are  to  be  regarded  as  one  field,  the  boundary  of  which  is  the  peritoneum.  Without 
a very  clear  conception  and  bright  mental  picture  of  this  cavity,  no  mind  is  capable 
of  properly  dealing  with  the  multiple  and  complex  conditions  which  may  be  found 
within.  Before  attempting  to  examine  the  contents,  we  must  first  thoroughy  under- 
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stand  the  outlines  and  limits  of  the  cavity  itself.  In  referring  to  the  second 
requirement  it  is  perhaps  superfluous  for  me  to  say  that  in  order  that  we  be  able  to 
make  out  pathology,  it  is  absolutely  necessary  that  we  be  familiar  with  histology. 
In  order  that  we  be  able  to  define  abnormalities,  we  must  be  sure  of  the  normal 
outlines;  in  order  that  we  be  able  to  establish  disease  we  must  be  conscious  of  the 
definition  of  health.  All  this  implies  and  includes  an  anatomical,  physiological 
and  topographical  knowledge  not  alone  of  the  organ  suspected  of  disease,  but  of 
all  the  organs  of  the  abdominal  cavity,  for  the  intimate,  anatomical  and  physiolo- 
gical relations  existing  between  these  organs  necessarily  imply  and  predicate  the 
influence  of  one  upon  another  both  in  health  and  disease.  We  can  readily  under- 
stand how  the  normal  functions  of  these  organs  must  of  necessity  influence  not 
alone  their  own  physical  outlines,  but  the  physical  outlines  of  the  organs  in  their 
immediate  vicinity.  A distented  stomach,  bladder  or  bowel,  surely  affects  the 
anatomical  relation  of  its  neighboring  organs  and  not  infrequently  disturbs  their 
physiological  functions.  A greatly  enlarged  organ  disarranges  the  entire  anatomical 
plan  of  the  abdominal  cavity.  Therefore  before  searching  for  tumors  let  us  satisfy 
ourselves  as  to  the  existing  conditions  of  the  normal  contents  of  the  cavity. 

KNOWLEDGE  OF  GROWTHS  WHICH  ARE  DISPOSED  TO  AFFECT 
DIFFERENT  ORGANS 

Whit  a comprehensive  knowledge  of  the  cavity,  its  normal  and  natural  con- 
tents we  are  in  position  and  prepared  to  recognize  the  evidences  of  abnormal 
growths,  which  may  present  themselves.  This  knowledge  attained  through  a 
physical  examination  of  the  subject  is  largely  limited  to  a determination  of  the 
shape,  size,  location  and  probable  consistency  of  the  tumor,  leaving  us  still  very 
wide  of  the  ultimate  and  desired  information.  If,  however,  we  now  add  to  this 
information  a knowledge  of  the  growths  likely  to  be  met  with  in  connection  with 
any  organ  coupled  with  the  ability  to  eliminate  growths  not  likely  to  be  met  with 
we  have  done  very  much  towards  bridging  the  space  between  the  known  and  the 
unknown.  Thus  if  the  tumor  be  connected  with  the  stomach  especially  of  the 
pyloric  end  we  are  warranted  in  suspecting  carcinoma  and  in  eliminating  all  benign 
growths. 

If  the  tumor  be  one  connected  with  the  liver,  our  thoughts  naturally  go 
to  the  possibility  of  an  enlarged  gall-bladder.  If  the  liver  be  itself  enlarged  we 
naturally  think  of  cirrhosis,  primary  cancer,  abscess  & c.  but  we  would  not  think 
of  associating  fibroma  or  myoma  with  the  condition  under  examination.  If  this 
growth  be  found  associated  with  the  ovaries,  tubes  or  uterus,  almost  instinctively 
we  are  forced  towards  the  idea  of  cysts,  infected  tubes  or  fibroids,  seldom  giving 
the  possibility  of  malignancy  more  than  a passing  thoght.  We  must  now  carefully 
weigh  the  evidence  obtained  through  the  physical  examination,  modify  it  by  our 
own  knowledge  of  the  probabilities  in  each  case  and  draw  conclusions  in  acordance 
with  sound  reasoning,  based  on  reasonably  certain  premises.  Very  frequently 
the  surgeon  will  be  greatly  mystified  by  the  apparently  contradictory  evidence 
obtained  and  he  will  be  at  a loss  for  conclusions.  This  is  unavoidable  as  for 
illustration-an  enlarged  spleen  may  be  due  to  simple  hyperthropy,  cysts,  malignant 
disease,  leucocythaemia  or  ague  cake,  any  one  of  which  may  be  responsible  for  the 
physical  signs  present,  but  usually  there  will  be  found  in  connection  with  each 
something  either  in  its  general  or  special  history,  or  in  the  shape  or  consistency  of 
the  tumor  which  will  guide  the  diagnostician  aright,  if  he  but  possesses  the 
necessary  patience  and  perseverance.  True  many  cases  will  defy  diagnosis  even 
when  handled  by  the  expert,  but  this  is  to  be  expected  and  when  such  cases  are 
met  with,  the  surgeon  must  do  the  best  he  can.  As  an  instance  of  this  sort  I would 
cite  a case  which  fell  into  the  hands  of  the  writer  some  three  years  ago.  A young 
man  complained  that  for  a number  of  years  he  had  been  troubled  with  the 
occasional  pressence  of  a tumor  in  the  right  hypochondriac  region.  The  tumor 
varied  in  size,  being  much  larger  at  times  than  at  others,  caused  considerable 
uneassines  when  present  and  usually  disappeared  in  from  two  to  three  days  after 
its  appearance.  The  young  man’ s physician  had  observed  the  tumor,  made  a careful 
examination  and  in  the  absence  of  any  other  probably  theory  made  the  diagnosis 
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of  enlargement  of  the  gall-bladder,  due  to  some  obstruction  in  the  cystic  duct* 
interfering  with  the  free  escape  of  the  normal  secretions  of  the  sac.  Upon  my  first 
examination  no  evidence  of  tumor  could  be  found.  The  patient  was  advised  to 
remain  in  the  hospital  until  the  recurrence  of  the  enlargement  which  came  on  the 
sixth  day  after  the  patient  had  presented  himself  for  examination.  Immediately 
beneath  the  liver  and  apparently  growing  from  it  was  easily  outlined  an  oblong 
tumor  seemingly  about  six  inches  in  length  and  two  inches  in  diameter.  It  was 
uniformly  smooth  on  the  surface  and  gave  to  the  touch  upon  pressure  a sense  of 
bogginess.  It  remained  for  three  days  and  then  as  usual  disappeared.  During  its 
stay  several  attempts  were  made  to  isolate  this  apparent  growth  from  the  liver 
without  success.  After  its  disappearance  an  incision  was  made  directly  down  upon 
the  region  where  the  tumor  had  been,  when  the  unusual  condition  of  the  bowel  to 
the  length  of  about  two  inches  was  found  adherent  to  the  under  surface  of  the 
liver,  probably  congenital  in  history.  This  looping  up  of  the  bowel  at  times  acted 
as  an  obstruction  to  the  free  passage  of  the  bowel  contents,  thus  creating  a tumor 
which  disappeared  as  soon  as  said  contents  finally  succeeded  in  passing.  This  is  but 
one  of  the  many  unlooked  for  conditions  we  are  called  upon  to  deal  with  and  we 
know  of  no  rule  or  advice  that  is  likely  to  help  us,  except  perhaps  that  known  as 
the  application  of  common  sense. 

METHODS  OF  EXAMINATION  COMBINED  WITH  SYSTEM 
AND  ACCURACY  OF  OBSERVATION 

With  the  foregoing  conditions  satisfied  the  surgeon  is  in  position  to  proceed 
with  his  examination  and  to  the  end  that  his  conclusions  may  be  reliable  and 
correct  he  must  follow  some  systematized  and  be  reasonably  accurate  in  his 
observations.  Surgeons  we  fear  too  often  take  things  for  granted  and  develop 
conclusions  without  first  having  established  the  proper  premises.  Such  conclusions 
must  necessarily  often  be  faulty  and  any  practice  based  on  them  must  be  un- 
satisfactory. 

We  "have  found  that  attention  paid  to  the  following  subdivisions  will  lead 
the  surgeon  to  satisfactory  conclusions  and  reasonably  accurate  diagnoses. 

1.  History  of  case. 

2.  General  appearence  of  the  patient. 

3.  Special  appearances  of  the  abdomen. 

The  history  of  the  case  very  frequently  suggests  the  character  of  the  growth 
but  this  suggestion  must  not  be  relied  on  as  a sufficient  basis  for  diagnosis  but 
rather  may  be  utilized  as  a guide  in  leading  us  to  the  nature  of  the  disease.  The 
patient’ s description  of  his  first  conciousness  of  the  disease,  the  time  of  develop- 
ment, the  character  of  the  pain  if  any,  the  organ  most  particularly  affected,  the 
general  effect  on  the  system  &c.  &.  are  all  pregnant  with  suggestions  as  to  the 
nature  of  the  tumor,  but  we  must  never  forget  that  they  are  but  suggestions.  The 
general  appearances  of  the  patient  must  not  be  overlooked  or  omitted.  It  is  a fact 
well  established  and  recognized  that  certain  abdominal  growths  produce  well 
defined  facial  expresions  as  well  as  characteritic  hues  of  the  skin-the  facial 
puffiness  of  enlarged  liver,  the  facial  bogginess  of  ascites  produced  by  the  influence 
of  any  general  encroachment  on  the  heart,  the  cyanotic  countenance,  the  cachexia 
of  cancer  and  the  jauudiced  condition  produced  by  interference  with  the  biliary 
circulation  are  among  the  many  of  which  we  must  take  cognizance. 

SPECIAL,  APPEARANCES  OF  THE  ABDOMEN 

In  the  diagnosis  of  abdominal  tumor,  the  diagnostician  must  not  content 
himself  with  the  outline  and  size  of  the  growth,  but  should  earnestly  endeavor  to 
determine  and  satisfy  himself  from  what  part  of  the  body  it  has  sprung  and  its 
possible  or  probable  influence  on  neighboring  or  adjacent  organs.  He  will  thus  be 
enabled  to  clear  up  and  account  for  all  the  symptoms  exhibited  in  the  case  and 
consequently  will  have  removed  all  doubt  as  to  the  diagnosis.  To  do  this  patience, 
perseverance  and  gentleness  are  necessary.  With  the  patient  before  us  in  the  prone 
position,  our  first  inquiry  should  be  directed  to  the  general  outline  of  the  abdomen. 
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In  this  inquiry  must  be  included  the  condition  of  the  abdominal  wall — the  absence 
or  presence  of  any  special  thickening  and  when  such  thickening  is  found,  its 
probable  cause  must  be  considered.  The  presence  or  absence  of  any  special  indi- 
cations of  tumors  lying  beneath  the  wall.  In  this  connection  it  must  not  be  forgotten 
that  the  absence  of  external  indications  of  abdominal  tumor  is  no  evidence  that 
such  tumor  does  not  exist  and  on  the  other  hand  we  are  often  deceived  by  ap- 
pearances which  seem  to  point  conclusive  to  abdominal  tumor,  but  which  when 
later  being  traced  to  their  real  sources,  are  easily  accounted  for. 

Our  next  informatisn  must  come  through  the  sense  of  touch  and  in  this  we 
should  encourage  and  practice  the  greatest  gentleness.  Even  were  it  not  true  that 
serious  consequences  occasionally  follow  undue  and  unnecessary  pressure  in 
examination — there  could  still  be  found  no  excuse  for  avoidable  clumsiness  and 
unwarranted  roughness,  especially  when  we  can  secure  better  results  by  gentler 
means.  By  careful,  gentle  and  uniform  pressure  over  the  abdominal  wall,  the 
tumor  if  present  will  soon  be  located;  if  large  its  nature  will  with  little  difficulty 
soon  be  found  out.  If  small,  more  care  must  be  exercised  and  time  given,  but 
whether  large  or  small,  it  must  engross  the  attention  of  the  examiner  until  if 
possible  its  true  nature  and  connections  are  fully  understood.  By  close  observance 
of  this  rule  we  will  often  surprise  ourselves  by  the  accuracy  which  may  be  developed. 
In  the  examination  of  tumors  in  the  pelvic  portion  of  the  abdomen,  the  vagina 
affords  an  excellent  route  through  which  we  may  diminish  the  distance  between 
our  hand  and  the  growth.  Information  not  otherwise  obtainable  may  by  this 
method  easily  be  secured. 

SPECIAL  FACULTY  POSSESSED  BY  EXAMINER 

Under  this  heading  we  would  invite  your  attention  to  the  necessity  of  a 
special  accomplishment  which  should  be  possessed  by  the  examiner  himself-that  of 
being  able  to  unite  his  mental  and  physical  beings  in  such  a way  as  to  secure  the 
greatest  co-ordination  and  harmonious  action,  while  engaged  in  examinations  of 
the  abdomiual  cavity.  This  faculty  if  faculty  we  may  term  it,  can  only  be  secured 
at  its  best  by  patient  effort  and  wide  experience,  but  when  once  possessed  is  an 
invaluable  aid  in  abdominal  diagnoses.  He  who  is  without  it  labors  under  many 
disadvantages,  while  he  who  possesses  it  is  indeed  to  be  envied.  It  is  this  faculty 
which  enables  us  to  eliminate  the  abdominal  wall  in  all  examinations  of  the 
abdominal  contents,  thereby  causing  the  examiner  to  feel  that  his  sense  of  touch  is 
directed  to  the  growth  or  the  organ  under  examination  and  no  to  the  abdominal 
wall  itself.  In  short,  it  is  that  developed  power  which  enables  him  to  remain 
unconscious  of  the  intervening  wall  between  his  hand  and  the  part  being  examined, 
thereby  permitting  a more  careful  and  reliable  conclusion  of  the  existing  condi- 
tions. It  is  the  faculty  which  enables  the  gynecologist  to  use  the  uterus  as  a 
connecting  medium  between  his  hand  and  some  growth  in  the  abdomen,  in 
determining  the  nature,  size  and  consistency  of  this  growth.  It  is  the  faculty  which 
aids  us  in  approximating  the  size,  shape  and  oftentimes  the  consistency  of  any 
growth  with  which  we  are  dealing.  Words  cannot  describe  it;  reading  cannot 
develop  it;  thought  will  not  acquire  it.  It  is  the  one  faculty  which  must  of  necessity 
come  to  us  through  patient  and  persistent  effort  and  the  close  stud)^  of  those  niceties 
which  go  to  make  up  the  good  diagnostician. 

ANESTHETICS  IN  EXAMINATION 

The  value  of  anesthetics  in  the  examination. of  the  abdomen  except  in  rare 
cases,  is  to  my  mind  not  well  established.  We  easily  recognize  the  advantages  they 
afford  but  we  also  recognize  the  disadvantages  and  dangers  attending  their  use. 
They  remove  it  is  true  the  muscular  resistance  of  the  patient  but  in  doing  so  they 
have  also  removed  the  evidences  of  sensitiveness  and  pain  of  diseased  organs  which 
are  often  the  surgeons  only  guide  to  conclusions.  To  this  we  must  add  the  usual 
dangers,  however  small,  connected  with  the  use  of  anesthetics  and  the  special 
possibility  of  doing  harm  through  our  manipulation  to  unconscious  patients  which 
might  be  avoided  or  prevented,  were  we  dealing  with  the  conscious,  sensitive  and 
resisting  subject. 
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PERSISTENCE 

Failing  in  our  first  effort  to  complete  the  diagnosis  or  to  satisfy  ourselves  as 
to  the  true  nature  of  the  case,  we  must  repeat  the  examination  and  exhaust  every 
means  before  we  admit  failure. 

When  all  efforts  along  these  lines  have  proved  unavailing  we  are  then  but  to 
our  mind  not  till  then  warranted  in  subjecting  the  patient  to  the  very  useful  though 
oftentimes  unnecessary  exploratory  incision. 

In  conclusion  we  desire  to  say  that  this  paper  has  not  been  written  upon  the 
presumption  that  it  would  instruct  you,  but  rather  upon  the  assumption  that  as 
“constant  dropping  wears  the  stone,”  it  may  be  regarded  as  at  least  a drop  in  the 
removal  of  those  obstacles  which  lie  between  us  and  correct  abdominal  diagnoses 
and  which  have  exposed  us  to  the  doubtful  compliment  paid  us  by  European 
surgeons  of  being  good  operators  but  poor  diagnosticians. 
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The  so-called  predisposition  is  an  expression  in  the  medical  science,  which 
is  used  daily,  but  the  nature  of  which  is  not  fixed  up  to  this  time.  Yet,  Aristóteles 
knew  the  sense  of  this  word  and  made  it  know  in  his  treatise,  a predisposition  which 
is  born  on  and  one  which  is  acquired.  This  is  a classification  which  exists  and  which 
always  will  exist.  If  we  ask  ourselves  what  predisposition  is  the  different  sus- 
ceptibilities of  individuals  for  diseases  it  is  not  very  difficult  to  arrive  at  the  conclu- 
sion, by  experience  and  consideration,  that  predisposition  for  a disease  is  either 
inherited  or  acquired  by  certain  favorable  changes  of  the  whole  organism  or  of  only 
single  organs  for  the  reception  and  cultivation  of  germs. 

According  to  our  knowledge  of  to-day,  nearly  every  disease  in  which  pre- 
disposition is  the  question,  results  from  an  infection  of  the  pathogenic  micro- 
organisms. In  what  way  these  germs  immigrate  into  the  body,  whether  through 
the  respirative  or  digestive  tract  or  by  immigration  through  the  pores  of  the  skin 
or  by  the  direct  infection  of  the  skin,  does  not  matter.  It  is  sufficient  to  know  that 
man  is  constantly  exposed  to  this  noxiousness.  But  how  it  happens  that  one  is 
more  another  less  susceptible  to  these  noxious  germs,  we  must  confess  that  we  do 
not  know  as  yet  sufficiently. 

In  spite  of  that,  this  in  the  dark-working  enemy  of  the  human  body  is  well 
known  and  feared  by  every  layman  on  account  of  its  effects;  in  spite  of  that  every 
medical  professional  acknowledges  the  fact  of  a predisposition,  we  only  have  suppo- 
sitions in  which  the  conditions  are  favorable  to  it. 

When  I endeavoured  for  this  essay  to  throw  some  light  on  the  darkness  of 
the  so-called  predisposition,  I must  candidly  confess  that  I did  not  succeed  in  all 
points  to  find  anything  positive,  because  our  technical  and  physiological  know- 
ledge is  not  yet  sufficient  to  solve  the  question,  which  is  so  important  and  already 
has  been  such  a long  pending  one,  all  at  once. 

In  order  to  study  the  effect  of  subcutaneous  injections  of  Staphylococcus 
pyogenes  aureus  in  rabbits,  I always  obtained  the  same  results,  provided  I took 
the  same  quantity  of  pure  culture  each  time.  Five  rabbits  were  vaccinated  under 
aseptic  precautions  in  the  subcutaneous  connective  tissue  of  the  back,  two  inches 
from  the  scapula  and  three  fourths  of  an  inch  from  the  vertebrae  with  the  above 
mentioned  quantity  of  the  same  culture. 
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The  wound,  about  one  half  inch  long  was  closed  tight  by  one  stitch.  After 
twenty  four  hours  quite  an  inflammation  was  perceptible  which  by  paling  off  made 
room  for  a buldge  of  the  skin  where  the  infection  took  place.  This  buldging, 
which  had  the  consistency  of  soft  rubber,  broke  on  the  third  day  post  infectionem 
after  the  redness  had  disappeared  entirely.  The  pus  which  came  out  of  the  wound 
dried  up  quickly  and  closed  it  by  a thick  scab.  But  under  this  natural  cover  the 
original  abscess  spread  to  about  two  inches  square.  Phlegmon,  which  sent  out 
after  the  removal  of  the  scab  by  pressure  a thick,  whitish  pus.  This  process  reach- 
ed its  greatest  extention  on  the  twelveth  day  from  which  time  on  the  Phlegmon 
did  not  apread  any  further.  The  pus  formation  was  very  profuse  up  to  the  above 
mentioned  time  and  confined  itself  to  that  circumference  without  involving  further 
tissues.  The  animals  were  killed  on  the  thirtieth  day  post  infectionem  and  the 
post  mortem  gave  in  all  five  cases  the  same  result,  viz,  after  an  extensive  cu- 
taneous section  on  top  of  the  above  described  bulge,  a cavity  appeared  filled  with 
thick  pus  separated  in  all  directions  from  the  normal  tissue  by  large  masses  of 
connective  tissue.  This  natural  wall  of  protection,  a product  of  the  inflammation, 
had  grown  together  so  firmly  with  the  above  found  muscles  of  the  skin  and  the 
fascia  resting  underneath  that  a separation  of  these  tissues  was  practically  im- 
possible. All  the  organs  were  found  normal. 

It  still  has  to  be  added  that  except  for  a slight  rise  in  temperature  in  the 
first  days  post  infectionem,  no  general  symptoms  of  blood-poisoning  were  noticed, 
on  the  contrary  the  animals  showed  a marked  alacrity  and  splendid  appetite.  The 
same  experiments  were  tried  on  three  or  more  rabbits  with  the  same  result. 

Thus  I secured  a series  of  experiments  which  with  equal  quantities  of  inject- 
ed Staphylococcus  pyogenes  aureus  also  confirmed  an  equal  effect  of  same  and  I 
could  then  start  to  investigate  the  conditions  which  favor  the  development  of 
germs  in  the  fluids  and  tissues  of  the  organism. 

Acting  upon  the  fact  which  is  experienced  by  every  general  practitioner, 
that  anemic  and  chlorotic  individuals  are  much  more  easily  subjected  to  infectious 
diseases  than  individuals  with  the  normal  quantity  and  quality  of  blood,  I endeavor- 
ed to  prove  this  well  known  experiment  by  experiments.  I distinguished  hereby 
between  a general  and  a local  anemia. 

The  artificial  anemia  was  obtained  by  bleeding  the  vena  jugularis  externa. 
To  every  animal  in  the  ten  respective  cases,  one  tenth  of  all  their  blood,  that  is, 
according  to  their  weight,  two  or  three  drachms  were  withdrawn.  After  four  days 
these  animals  were  vaccinated  in  the  above  described  way  with  Staphyloccoci;  at 
the  same  time,  four  animals  with  the  normal  quantity  of  blood  were  vaccinated 
with  the  same  quantity  of  the  same  culture.  The  Hemoglobin  of  the  blood  of  the 
sound  animals  was  in  proportion  to  that  of  the  anemic  ones  as  50  to  30.  The  ane- 
mic animals  did  show  in  the  following  days  a very  much  quicker  abscess  formation 
than  the  normal  ones.  The  Phlegmon  spread  out  to  the  size  of  the  hand  while  the 
sound  rabbits  only  had  a pus-cavity  of  the  size  of  a walnut.  The  general  symptoms 
of  the  artificially  bloodless  animals,  were  very  different:  High  temperature  up 
to  106’ F. , bristling  hair,  no  appetite,  and  increased  thirst  were  the  features  and 
these  reduced  the  animals  so  that  four  of  them  died.  The  other  six  picked  up  very 
slowly  after  the  Phlegmon  ceased  to  grow. 

A post  mortem  of  the  rabbits  did  not  show  any  pyemic  metastasis  in  any  of 
the  organs.  But  the  vaccination  of  the  blood  out  of  the  hearts  of  those  dead  ani- 
mals on  Agar-Agar  gave  growth  to  exuberant  cultures  of  Staphylococcus  pyogenes 
aureus.  In  contrast  to  this  development  of  Staphylococci  was  that  of  local  anemia. 
To  two  rabbits  the  right  large  ear  artery  was  ligatured  and  to  two  others  the  right 
arteria  cruralis  just  below  the  Poupart’s  ligament.  All  four  rabbits  were  infected 
with  the  same  quantity  of  the  same  culture,  each  one  of  the  two  with  the  ligatured 
right  ear  arteries  in  both  ears  and  each  one  of  the  two  with  the  ligatured  right 
arteries  in  both  legs.  The  result  was,  that  in  the  normally  nourished  ears  and  legs 
abscesses  developed  quicker  than  in  the  local  anemic  ones. 

The  difference  in  the  results  of  these  two  apparently  equal  conditions  has  to 
be  looked  for  in  the  entirely  different  effect  of  the  general  and  local  anemia. 

The  general  anemia  represents  in  our  case  a general  diminution  of  the  blood, 
a poorer  nourishing  of  the  tissues,  but  a restitution  of  the  quantity  of  the  fluid  of 
the  blood  without  a simultaneous  augmentation  of  the  blood  corpuscles.  There- 
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fore,  there  existed  on  the  fourth  day  after  the  bleeding  considerable  Hydremia 
before  the  regeneration  of  the  blood  corpuscles  had  begun,  which  could  be  learned 
by  evidence  from  the  Hemometer.  In  local  anemia  we  only  have  considerable  de- 
creased nourishing  of  the  tissue  without  changing  the  quality  of  the  blood.  But  its 
gradual  regeneration  by  collateral  circulation  recuperates  soon  the  poorly  nourish- 
- ed  tissues  and  the  growth  of  the  cocci,  which  ceased  almost  entirely  at  the  ces- 
sation of  the  blood  supply  after  the  ligation  continues  in  its  normal  above  described 
way.  At  the  general  anemia,  therefore,  only  the  qualitative  alteration  of  the  blood 
takes  a favorable  effect  on  the  increased  growth  of  the  cocci. 

In  order  to  prove  still  more  extensively  that  it  is  principally  Hydremia,  as  a 
secondary  state  of  the  blood  in  anemia,  which  renders  a quicker  rise  of  Staphylo- 
cocci cultures,  the  following  experiments  were  made.  The  leading  idea  herewith 
was  the  question, — Does  the  Staphylococcus  strive  better  on  or  in  hydremic  than  in 
normal  blood? 

From  two  normal,  sound  rabits — Hemoglobin  50  and  55 — I withdrew  out  of 
the  vena  jugularis  externa  of  each  one  tenth  of  their  blood  which  I caught  in  three 
test  tubes  and  had  it  coagulate  in  an  oblique  position.  At  the  same  time  I let  bleed 
to  death  a rabbit  which  four  days  ago  I had  made  artificially  anemic — Hemoglobin 
35  —the  blood  of  which  I also  had  coagulated  in  six  sterilized  test  tubes.  All  twelve 
I sterilized  by  putting  them  four  days  in  succession,  two  hours  daily,  in  a ther- 
mostat at  154°F.  Now  after  the  growth  of  any  other  germ  was  excluded,  I applied 
with  the  same  quantity  of  a pure  culture  of  Staphylococcus  pyogenes  aureus  a 
streak-culture  in  each  tube.  After  twenty-four  hours  there  was  in  the  anemic  and 
normal  blood  a very  perceptible  difference  in  the  growth.  The  streak  cultures  in 
the  hydremic  blood  were  spread  in  all  directions  in  the  characteristic  way  of  the 
aureus,  while  the  culture  on  the  normal  blood  did  not  show  any  change.  To  be 
sure  of  this  very  important  result,  the  experiment  was  once  more  repeated  with 
the  blood  of  two  anemic  rabbits,  mentioned  above,  and  one  of  the  normal  ones, 
all  three  of  which  I bled  to  death. 

The  same  difference  in  growth  of  bacteria  on  the  anemia  and  the  normal 
blood  was  obtained.  But  with  these  results  it  has  not  yet  been  proved  why  the 
hydremic  blood  gives  the  better  condition  for  the  culture  of  the  bacteria  than  does 
the  normal  one. 

If  we  consider  what  a pathological  state  of  blood  Hydremia  is  in  anemia  of 
the  most  variable  origin,  we  have  to  locate  it  in  a disproportion  to  the  red  and  white 
blood  corpuscles  on  one  side  and  the  water  contents  of  the  serum  on  the  other.  The 
latter  one  has  the  task  of  compensating  the  quantity  of  blood  diminished  by  some 
artificial  or  pathological  conditions  in  taking  up  considerable  water  from  the  tissues. 
Thus  the  increased  quantity  of  water  in  the  blood  serum  in  combination  with  a 
normal  quantity  of  the  solid  ingredients  of  blood  causes  Hydremia.  It  is,  therefore, 
only  left  to  examine  whether  the  hydremic  serum  indeed  contains  that  agent  which 
makes  the  Staphylococci  grow  more  lively  in  anemia.  That  the  other  solid  ingredi- 
ents of  the  blood  have  no  part  in  it,  I proved  with  the  experiment  that  Staphylo- 
cocci vaccinated  on  a placenta  sanguinis  from  hydremic  or  normal  blood,  hardly 
show  any  growth  not  to  speak  of  its  being  a different  one.  In  order  to  get  a suf- 
ficient quantity  of  hydremic  and  normal  blood,  1 bled  two  rabbits,  which  were 
made  anemic  four  days  before — Hemoglobin  30 — and  two  normal  rabbits — Hemog- 
lobin 50 — to  death.  From  this  quantities  of  blood,  the  different  quantities  being 
•kept  apart  from  each  other,  I separated  the  serum  with  the  usual  technics  and  had 
it  coagulated  and  sterilized  in  a nunber  of  test  tubes.  On  sterilization  this  fact  was  so 
very  conspicuous,  that  it  took  fully  twenty-four  hours  longer  to  coagulate  the 
hydremic  blood  serum  than  the  normal  one  at  a constant  temperature  of  158”  F. 
A streack  culture  was  now  applied  to  both  the  hydremic  and  the  normal  serum  with 
a pure  culture  of  Staphylococcus  pyogenes  aureus.  A surprising  difference  in  growth 
was  the  result.  The  whole  oblique  surface  of  the  hydremic  serum  was  covered  with 
that  beautiful  golden  yellow  culture  of  Staphylococcus  pyogenes  aureus  while  the 
Staphylococci  on  the  normal  serum  showed  a distinct  but  ver}'  small  growth. 

Not  contented  with  these  results  in  considering  whether  this  growth  also 
occurs  in  the  circulating  blood,  I was  reminded  of  the  experiment  of  wyssoko- 
WiTSCH,  who  proved  that  cocci  injected  in  the  blood  would  entirely  disappear  after 
twenty -four  hours.  From  the  fact  that  Staphylococci  strive  better  on  hydremic 
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serum  than  on  the  normal,  one  must  agree  with  the  result  of  an  injection  of  cocci 
in  hydremic  circulating  blood.  These,  therefore,  ought  not  to  disappear  after 
twenty-four  hours,  but  multiplying  should  cause  symptoms  which  demonstrate  a 
general  infection. 

For  this  purpose  three  rabbits  were  made  anemic  (one-tentli  of  the  blood 
quantity  each).  After  the  fourth  day  of  the  bleeding  I injected  in  the  vena  saphena 
magna  "of  each  one  the  same  quantity  of  Staphylococcus  pyogenes  aureus  culture 
which  was  diluted  in  0.7%  NaCl  solution.  In  order  to  confirm  the  above  the  same 
quantity  was  injected  in  a normal  rabbit.  Eighteen  hours  afterward  I could  not 
find  an}-  cocci  in  the  blood  of  the  normal  rabbit,  while  a streak  culture  on  Agar- 
Agar  with  the  blood  of  the  anemic  animals  proved  a decided  vitality  of  the  cocci. 
Twenty-eight  hours  after  the  injection  one  of  the  three  anemic  rabbits  died  and  a 
streak  culture  made  from  its  heart  blood  produced  twenty-fours  later  a large  growth 
of  Staphylococci;  but  in  the  organe  there  was  no  cocci  found  as  yet.  The  second 
anemic  rabbit  died  fifty  hours  after  the  injection,  and  it  showed  in  the  last  hours  of 
its  life  the  distinct  symptoms  of  general  infection,  such  as  bristling  hair,  no  appe- 
tite, unusual  thirst,  etc.  Cultures  of  heart  blood  on  Agar-Agar  gave  a positive 
result  and  Gram’s  method  proves  heaps  of  cocci  in  several  Glomerules  and  in  the 
Endothelium  of  the  kidney  arteries.  The  third  rabbit  kept  alive,  but  a very  rapid 
and  forced  respiration  gave  thought  to  an  infectious  pneumonia.  On  the  sixth  day 
after  the  injection  I still  could  prove  that  Staphylococci  were  in  the  blood,  but  on 
the  eight  day  they  had  disappeared.  From  now  on  the  rabbit  recuperated  very 
rapidly.  There  will  be  hardly  any  doubt,  that  according  to  all  these  experiments 
it  is  Hydremia , which  furnishes  a favorable  predisposition  for  infection  and  it 
therefore  will  not  be  difficult  to  understand  the  further  investigations  because  they 
rely  on  the  same  basis. 

Three  rabbits  were  kept  for  four  days  without  any  solid  food  but  they  could 
drink  all  the  water  they  wished.  They  lost  heavily  in  flesh,  the  Hemoglobin  went 
down  from  50-52  to  38-41,  but  the  quantity  of  the  blood  was  not  decreased  because 
of  the  compensating  supply  of  water.  Thus  Hydremia  existed.  After  infecting 
these  animals  with  the  usual  quantity  of  Staphylococcus  a quicker  and  more 
proliferous  formation  of  an  abscess  was  noted  than  in  the  normal  animals  infected 
at  the  same  time. 

A further  experiment,  which  also  demonstrated  the  above  and  which  originat- 
ed in  the  experiment  of  kussmaui*,  who  found  that  the  quantity  of  water  in  the 
blood  of  animals  with  dry  or  seed  nourishment  varied  perceptibly  from  that  of 
animals  nourished  with  grass  food,  was  modified  so  that  two  rabbits  were  kept 
without  food  or  water  and  were  infected  on  the  fourth  day  of  starving  with  the 
same  quantity  of  Staphylococcus.  One  of  the  animals  from  now  on  only  received 
sago  and  rice,  the  other  one  only  grass  and  salad;  no  water  was  given  to  either  of 
the  rabbits.  The  success  was  astonishing,  the  animals  fed  with  green  food  develop- 
ed an  abscess  in  a very  much  shorter  time  than  the  one  fed  with  seeds.  The  abscess 
of  the  first  mentioned  rabbit  broke  spontaneously  on  the  third  day  at  which  time 
the  other  rabbit  s*howred  only  a small  buldging  on  the  place  of  the  infection.  To 
confirm  this  experiment,  two  rabbits  were  starved  in  the  same  way,  infected  with 
the  same  quantity  of  Staphylococcus  and  fed,  one  with  green  food,  the  other  with 
seeds.  To  the  latter  water  was  given  in  sufficient  quantities,  in  consequence  abscess- 
es of  the  same  size  developed  on  both  animals. 

Another  proof  that  the  hydremia  is  the  main  cause  for  the  quicker  culti- 
vation and  multiplication  of  germs  in  the  body  is  obtained  in  the  following  experi- 
ment. Three  rabbits  were  made  anemic  by  bleeding  out  of  the  vena  jugularis;  three 
others  rabbits  were  also  deprived  of  one-tenth  of  their  blood  and  all  were  infected 
at  the  same  time  in  the  same  place  with  the  same  culture  of  Staphylococcus.  The 
same  infection  took  place  with  two  normal  rabbits.  The  first  signs  of  an  abscess 
the  three  rabbits  which  had  been  made  anemic  four  days  before,  had  after  twenty- 
four  hours.  On  the  fifth  day  post  infectionem  the  first  rabbit  showed  very  profuse 
formations  of  pus,  the  normal  animal  had  an  open  abscess  of  the  size  of  a hazel  nut 
and  those  infected  right  after  the  bleeding,  Phlegmons  of  the  size  of  a walnut.  The 
pus  formation  of  the  latter  animals,  after  their  blood  had  become  hydremic-Hemo- 
globin  35  on  the  fifth  day — surpassed  the  size  of  the  abscess  of  the  normal  rabbit, 
while  the  rabbits,  which  were  made  anemic  four  days  before  the  infection,  wrere 
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ahead  of  all  and  showed  the  most  favorable  ground  for  the  cultivation  of  germs. 
The  best  analogon  and  illustration  in  practice  of  these  last  experiments  is  the 
Puerperal  Fever,  which  does  not  start  in  most  of  the  cases  until  four  to  nine  days 
after  the  infection.  There  is  more  or  less  loss  of  blood  at  every  confinement  and 
because  the  restoration  of  the  quantity  of  blood  occurs  faster  than  the  restoration 
of  the  quality,  the  blood  naturally  becomes  hydremic,  and  it  is  just  there  that  the 
first  symptoms  of  a pyemic  infection  alarm  the  attendants. 

If  we  finally  recall  once  more  the  results  of  all  our  experiments  and  take 
especiad)7  into  consideration  the  demonstration  of  the  first  and  the  last  facts  of  our 
investigations  that  by  anemia  after  bleeding  and  starving  the  animals  Staphilo- 
coccus  infected  in  those  showed  a quicker  multiplication  than  the  cocci  infected  in 
the  normal  animals-we  do  not  need  to  hesitate  in  the  conclusion,  that  the  con- 
ditions which  favor  a disposition  for  infectious  diseases,  have  to  be  looked  for  in 
the  hydremia  of  the  blood  in  anemia. 


STRANGULATED  AND  GANGRENOUS  HERNIA 

KELOTOMY  AND  LAPAROTOMY  IN  STRANGULATION,  EXTERNAL  AND  INTERNAL; 

ARTIFICIAL  ANUS 

(ENTEROSTOMY,  PRIMARY  OR  SECONDARY  RESECTION) 
ENTERECTOMY,  AND  END-TO-END 
OR  LATERAL  JOINTING  IN  GANGRENOUS  HERNIA 
BY 

THOMAS  H.  MAMLEg,  PH.  "D.,  M.  TX 

(new  york) 

During  the  past  twenty  years  no  single  branch  of  surgical  pathology  has  had 
so  much  attention  bestowed  upon  it  as  visceral  hernia  of  the  reducible  or  incarcerat- 
ed type. 

Its  etiology  has  engaged  the  atention  of  some  of  our  most  noted  master-minds 
as  has  also  its  clinical  history,  its  course,  treatment  and  termination.  Almost 
numberless  procedures  habe  been  devised  fort  its  operative  cure. 

It  is  somewat  remarkable,  however,  to  note  that  while  advance  has  been 
made  in  the  therapy  of  reducible  forms  of  hernia,  but  little  if  any  departure  is 
noted  from  antiquated  methods  in  the  treatment  of  that  type  of  hernia  that  kills, 
the  strangulated,  in  many  modern  text  books  and  systems  of  surgery. 

Radical  revolutionary  methods  are  adopted,  very  properly,  by  the  profession 
with  great  reserve,  and  the  more  ancient  procedures,  established  and  promulgated 
by  eminent  authority,  are  set  aside  with  reluctance.  We  have  not  yet  fully  outlived 
that  strange  dread  of  the  peritoneal  membrane,  nor  in  strangulated  hernia,  can  we 
forbear  the  vivid  recollection  of  the  harrowing  mortality  which  so  often  followed 
kelotomy  fort  its  relief,  in  our  student  days.  Of  some  seven  cases  of  kelotom3T 
witnessed  by  myself  in  my  own  schol  and  hospital  courses,  every  one  of  then  sank 
within  forty  eight  hours.  So  great,  indeed,  was  the  mortality  from  operative  effort 
that  every  resource  was  exhausted  before  kelotomy  was  tried ; hence  the  patient 
was  often  in  mortal  collapse  before  the  scalpel  was  taken  in  hand. 

And  though  the  patient  realized  the  desperate  chances  he  was  taking,  it  is 
evident  that  the  surgeon  was  also  keenly  alive  to  the  trying  ordeal  before  him, 
as  Abernethy  tells  us  that  always  bofore  an  operation  for  strangulated  hernia,  he 
felt  like  a man  about  to  be  hanged.  The  introduction  of  anaesthetics  seemed  to 
make  little  impress  on  mortality,  as  the  late  Dr.  Frank  H.  Hamilton  as  recently  as 
1880,  affirmed  that  the  mortality  from  strangulation  remained  about  the  same  as  in 
the  time  of  Hey;  viz.,  sixty  to  seventy  percent. 

Practitioners  yet  held  their  patients  back  until  surgery  was  nearly  powerless 
to  resuscitate  dying  individuals,  the  faulty,  timid,  imperfect  methods  in  vogue  in 
operating  left  a large  number  unrelieved,  to  die  from  adhesions  of  the  coils,  stric- 
ture, kinking,  asphyxia,  gangrene  or  perforation  of  the  gut.  In  those  days  surgeons 
knew  nothing  of  the  technique  of  intestinal  surgery,  nor  of  aseptic  methods, 
experimental  surgery  on  modern  lines  was  quite  unknown,  and  moreover,  the  echo 
of  the  warning  of  Peyronie,  Richter  and  Duverger  yet  dinned  in  their  ears,  that 
“the  deductions  derived  from  animal  experiments  had  no  application  in  the  hu- 
man being.” 
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PART  I 

MORTALITY  IN  STRANGULATION  AND  SOME  OF  ITS  CAUSES 

It  strikes  one  as  rather  incomprehensible  how  so  eminent  a surgeon  as  the 
elder  Gross  should  advise  against  early  kelotomy,  and  that  he  should  allege  that 
operation  was  often  premature  and  taxis  would  save  more  than  the  incision.  The 
older  authors  regarded  kelotomy,  in  a large  measure,  in  the  same  light  and 
submitted  figures  to  prove  it.  Thus,  Gosselin  treated  53  cases  by  taxis  and  lost  but 
two.  He  kelotomized  61  and  lost  31. 

At  about  this  time  Hensser,  of  Paris-1 86  l-’65-recorded  227  cases  operated, 
with  172  deaths,  a mortality  of  75.08  percent.  Later,  Tschering  and  Me  Cready,  in 
1888,  published  statistics  on  this  aspect  of  the  subject;  the  former,  524  operated-29 
percent  mortality;  the  latter,  cases  collected  iron  1869-1888,  operated-36  percent 
mortality. 

Hennegeler,  in  1896,  296  kelotomies-23.02  percent  mortality. 

Bochard,  same  year....  86  ” 16  deaths,  17.97  percent  mortality 

Hagedorn,  1883-1890..  170  ” 14  percent  mortality. 

THE  CAUSES  OF  FATAL  CHANGES  IN  STRANGULATION 
OF  THE  INTESTINE 

Conditions  which  lead  to  grave  or  fatal  symtoms  in  strangulation  arise  from 
numerous  sources, 

Primarily,  they  are  anatomical. 

1 . Enteroptosis,  compresión  of  the  gut,  with  alimentary  impediment,  or 
asphyxia. 

2.  Torsion  of  the  gut. 

3.  Stricture  or  partial  stenosis. 

The  intestine  forced  out  of  the  abdominal  cavity  in  slow  stages,  accommodates 
itself  to  its  new  abode;  but,  when  this  occurs  suddenly,  as  after  a strain  at  stool  or 
in  makiugany  violent  effort,  distressing  symptoms  may  follow.  Duploy  and  several 
other  noted  surgeons  have  insisted  that  a torsion  or  a twist  in  the  coils  of  gut  was 
one  of  the  most  prolific  causes  of  strangulation;  and  it  is  noted  in  these  cases,  that 
the  constriction  at  the  neck  of  the  sac  is  seldom  great  and  that  the  circulation  is 
not  completely  strangled.  These  are  evidently  the  class  in  which  the  intestine 
preserves  its  vitality  for  several  days  after  strangulation. 

Direct  stenosis  with  torsion  of  the  coils  or  not,  from  constricting  pressure  at 
the  neck,  plays  a wider  role  than  any  other  anatomical  factor. 

The  parts  most  activelyc  oncerned  in  nipping  the  bowel  are  all  fibrous;  but 
the  aponeurotic  structures  above  are  all  continuous  with  muscular  elements,  and 
are  by  them,  more  or  less  influenced.  Heretofore,  but  little  attention  has  been 
bestowed  on  the  consideration  of  the  part  which  the  intestine  itself  plays  in  the 
etiology  of  strangulation.  The  intestine  is  a muscular  tube,  highly  vascular,  with 
a thick  mucous  lining  and  serous  investment.  Its  movements  are  serpentine  and 
it  will  permit  of  more  manipulation  and  abuse  than  any  other  organ,  in  a serous 
cavity.  Its  muscular  energy  is  extraordinary,  for  an  organ  apparently  so  fragile 
and  delicate.  In  many  cases  of  strangulation,  if  not  crushed  and  crippled  by  violent 
manipulation,  it  will  tend  to  draw  the  coil  which  has  slipped  out,  back  into  the 
abdomen ; and  when  the  grip  is  tight,  it  will  yet  maintain  a tug  on  the  trapped 
parts  at  the  ring  until  it  has  totally  freed  itself  from  the  herniated  segment. 

The  small  intestine  is  supplied  by  blood  through  the  mesenteric  ligament,  a 
large,  moveable,  loosely  organized  structure,  conveying  numerous  arteries  and  a 
great  number  of  large  veins.  In  all  cases  of  strangulation,  the  condition  of  the 
mesentery  is  a matter  of  dominant  importance,  as  it  is  only  when  this  is  compromised 
by  great  or  protracted  pressure,  that  the  vitality  of  the  intestine  is  threatened,  and 
much  depends  on  the  state  of  the  vessels  in  this  structure  at  the  time  of  operative 
reduction,  whether  the  gut  is  to  perish  or  recover  function. 
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SEX  IN  STRANGULATION 

Berger,  in  the  Bureau  Céntrale,  of  Paris,  in  the  examination  and  record  of 
10.000  hernia  cases  in  both  sexes,  found  that  strangulation  occurred  three  times 
more  frequently  in  the  female  than  in  the  male;  its  symptoms  were  more  grave, 
gangrene  was  more  frequent  and  its  mortality  was  larger.  Gibson  observes  that 
while  women  bear  abdominal  surgery  with  remarkable  impunity,  in  resection  for 
gangrenous  hernia,  the  mortality  is  larger  than  in  men. 

He  collected  354  cases  of  grangrenous  hernia  operated  between  1888  and  1898. 
1 20  died-34  percent. 

Males,  123,  34  deaths,  mortality  28  percent. 

Females.  209,  82  — — 39  — 

Dr.  Gibson  is  inclined  to  believe  that  the  anatomical  difference  in  the 
structures  of  the  female  may  account  for  the  greater  mortality,  but  this  impression 
is  lacking  a rational  confirmation  though  clinically  every  surgeon  well  knows  that 
every  phase  of  strangulation  in  women  is  of  a very  grave  character  and  operative 
mortality  has  been  very  large.  With  women  the  onset  is  more  sudden  and  its 
progress  towards  death,  very  often  terribly  rapid.  This  has  been  often  verified  in 
my  own  practice.  In  one  case  coming  under  my  care,  the  woman,  in  the  morning 
while  out  in  her  garden,  stooped  to  pick  up  a rake  which  had  fallen  from  her  hands. 
In  an  instant  she  was  seized  with  all  the  symptoms  of  strangulation.  In  the  evening 
of  the  same  day  she  was  sent  to  the  hospital  in  a state  of  grave  collapse. 

Two  hours  after  admission,  while  she  was  in  a state  of  desperate  exhaustion, 
she  was  operated  under  ether  anaesthesia.  But  already  the  gut  was  the  seat  of 
gangrenous  rupture  and  the  sac  filled  with  faeces;  before  it  was  possible  to  divide 
the  stricture  and  fix  the  broken  down  bowel  in  the  wound,  she  expired,  eleven 
hours  after  the  first  symptoms. 

DELAY  IN  OPERATING,  FORCIBLE  AND  PROTRACTED  TAXIS 

The  statistics  of  Madelung  and  other  investigators  clearly  demonstrate  that 
the  mortality  after  kelotomy  is  in  direct  proportion  to  the  extent  of  delay  in 
operating,  and  that  sanguineous  intervention  offers  little  hope  after  symptoms  of 
mortal  collapse  set  in. 

In  former  times  when  any  description  of  peritoneal  surgery  was  availed  of 
only  as  a dernier  resort , this  delay  was  perhaps  justified,  but  at  the  present  such  a 
course  is  cruel,  is  indefensible  and  places  the  responsible,  attendant  particeps 
criminis , and  responsible  in  a great  degree  for  the  consequences.  Some  of  the  most 
harrowing  examples  of  this  have  come  under  my  own  knowledge.  In  one  instance 
the  unfortunate  woman  was  jostled  into  a cab  in  extremis  and  reached  the  hospital 
a corpse.  In  another,  after  three  practitioners  had  exhausted  themselves  in  the 
strangulated  hernia  of  an  old  man  of  ample  means,  he  was  hustled  off  in  a driving 
snowstorm  at  midnight  to  a hospital,  to  sink,  before  hasty  preparations  for  a kelo- 
tomy could  be  made.  Another  case  was  sent  in,  the  patient,  a middle  aged  man, 
who  suffered  three  days  from  strangulation  with  repeated  and  forcible  taxis.  When 
I saw  him  he  was  in  profound  morphine  narcosis  and  moribund;  but  the  hernia 
was  reduced. 

On  autopsy  the  following  day,  it  was  found  that  a gangrenous  gut  had  been 
ruptured  and  forced  into  the  abdominal  cavity,  which  was  now  flooded  with  faeces. 
Many  other  cases  might  be  cited  of  a similar  character.  Certain  it  is  that  in  some 
of  this  class  of  cases  one  is  in  a quandary  to  know  what  to  do  when  operation  is 
declined  by  the  patient  or  family;  but  it  should  be  plainly  stated  that  at  the  proper 
time,  in  skilled  hands  its  dangers  are  insignificant,  and  that  protracted  delay 
involves  new  risks  and  may  remove  all  hope  from  any  effort  or  relief.  Protracted, 
or  mal-adroit  'taxis  probably  more  than  any  other  cause  augments  the  mortality 
in  strangulation.  Southam  well  observes  that  “the  high  mortality  in  strangulated 
hernia  is  largely  due  to  two  causes:  1st,  delay  in  operating,  and  2nd,  from  the  injury 
previously  inflicted  on  the  contents  of  the  hernial  sac  by  forcible,  prolonged  and 
repeated  taxis.”  And  yet,  with  our  knowledge  of  the  great  harm  inflicted  by 
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violent  manipulation,  it  is  curious  to  note  that  so  distinguished  an  authority  as 
Mr.  Jonathan  Hutchinson  is  still  a champion  of  it;  though,  of  course,  since  he  is 
no  longer  an  operator  his  views  have  little  weight  in  this  branch  of  surgery. 

THE  LIMITATION  OF  TAXIS 

There  are  several  eminent  surgeons  who  go  so  far  as  to  discount  taxis 
altogether  in  strangulation.  When  there  is  no  evidence  of  organic  disease  present 
and  proper  facilities  are  at  hand  for  operating,  in  no  case  should  taxis  be  employed 
in  any  stage  of  strangulation,  but  every  time,  there  and  then,  the  intestine  should 
be  liberated  and  the  hernia  radically  cured  by  one  of  the  many  available  methods. 
With  patients  averse  to  radical  surgery,  or  other  cogent  reasons,  judicious  taxis, 
alone  or  combined  with  other  resources,  will  often  effect  the  reduction  of  the 
dislocated  intestine. 

In  nearly  all  cases  sent  to  a hospital  for  operative  relief,  the  most  determined 
taxis  has  been  employed,  the  extruded  intestine  has  been  crushed  or  lacerated,  the 
mesentery  has  suffered  in  its  nerve  and  vascular  structures,  the  gut  is  crippled  and 
palsied,  reduced  to  a state  bordering  on  gangrene  if  it  is  not  already  sphacelated  in 
patches  On  this  head,  á recent  writer  truly  observes:  “that  in  these  modern  days,  a 
strangulated  hernia  delayed  for  operation  till,  on  an  average,  more  than  four  days 
have  elapsed,  shows  that  there  is  still  much  missionary  work  to  be  done.” 

INCOMPLETE  OR  ANTIQUATED  METHODS  IN  OPERATION 

The  mortality  succeeding  kelotony  for  strangulated  hernia  in  the  past  was 
greatly  augmented  by  operating  by  methods  which  were  established  on  mistaken, 
erroneous  principles,  or  a lack  of  knowledge  of  the  pathological  changes.  In  the 
pre-anaesthetic  period  we  can  well  imagine  the  supreme  importance  of  rapidity  in 
operating;  but  since  operating  has  become  painless,  and  since  wound  infection  can 
be  eliminated,  it  seems  incomprehensible  how  any  relic  of  an  ancient  kelotomy 
can  yet  survive;  how  anything  can  still  justify  the  use  of  “Cooper’s-herniatome”, 
the  blind  incision,  the  unaccountable  fear  of  hemorrhage,  the  leaving  of  a closed 
sac  or  the  practice  of  pushing  en  masse  the  whole  adhereht  or  tangled,  perchance 
devitalized  intestinal  loop  back  into  the  abdomen.  No  wonder,  indeed,  an  enormous 
mortality  is  recorded. 

The  time  has  now  arrived  when  the  whole  superstructure  of  surgical 
technique  in  operations  for  strangulated  hernia  must  be  remodelled,  and  one  who 
operates  here  should  be  thoroughly  trained  in  the  art  of  intestinal  surgery.  Oper- 
ations for  simple  strangulated  hernia,  performed  early  and  properly  shoud  have  no 
mortality  whatever;  those  late  and  complicated,  in  patients  whose  condition 
warrants  it,  should  be  followed  by  a mortality  under  ten  percent. 

In  every  instance  when  symptoms  point  to  complete  stricture  of  the  intestine, 
with  systemic  toxaemia,  the  surgeon  should  have  ample  preparations  made  before 
he  begins,  to  make  an  intestinal  resection,  a partial  or  complete  enterorrhaphy, 
the  laparotomize  and  freely  explore  the  abdominal  cavity.  When  we  proceed  to 
operate,  Riedel  advises  that  we  must  cast  aside  the  herniatome  and  cut  freely 
down  on  the  constriction  vith  a scalpel;  and  that  no  attempt  at  reduction  should 
be  made  in  gangrenous  cases  until  the  intestine  is  freely  exposed. 

PART  II 

MORBID  ANATOMY  AND  PATHOLOGY 

In  a general  way  it  may  be  said  that  strangulation  occurs  in  two  varieties  of 
ruptures;  in  those  which  were  reducible  and  those  which  were  irreducible  before 
the  accident;  in  the  former,  on  exceptional  occasions,  in  femoral  hernia  on  its 
first  apperance. 

What  is  understood  here  as  irreducible  or  incarcerated  herniae  are  those 
not  coercible  to  the  truss  or  having  adhesions. 

Of  strangulation,  we  have  essentially  two  types.  One  primary,  or  external, 
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and  secondly,  the  consecutive  or  internal,  which  may  follow  operative  reduction 
and  which  have  so  largely  augmented  mortality. 

The  primary  dangers  in  hernial  strangulation  are  from  (a)  a sudden  interrup- 
tion of  a physiological  process,  a double  occlusion  of  the  alimentary  canal,  with 
faecal  stagnation;  (b)  the  interruption  or  arrest  of  the  vascular  supply  to  the 
trapped  intestine;  and  (c)  from  gangrene  or  mortification  of  it. 

The  temporary  occlusion  of  the  alimentary  current  in  a hernia,  is  seldom 
productive  of  marked  pathological  changes,  either  local  or  general;  except  where 
the  degree  of  constriction  is  so  great  as  to  induce  violent  reflex  disturbances; 
something  singularly  common  in  female  strangulation. 

The  contents  of  the  intestine — it  being  quite  invariably  the  ileum — in  given 
ruptures,  are  gases  and  liquids,  sometimes  pure  blood.  The  impediment  to  the 
intestinal  current,  in  itself,  either  through  impeding  digestion  or  inducing  copro- 
stasis, per se  cannot  be  regarded  as  a grave  accident  immediately  imperilling  life; 
the  harm  comes  through  the  violent  reflex  disturbances;  the  reversing  of  the 
peristaltic  wave,  with  agonizing  distress  and  profound  cardiac  despression.  But 
symptoms  of  grave  omen  are  seldom  in  evidence  until  secondary  changes  have 
commenced  in  the  hernia  which  ultimately  lead  to  partial  or  complete  death  of  the 
intestine. 

Pathological  changes  are  accentuated  through  the  mesenteric  structures 
involved,  through  considerable  and  long-continued  pressure  on  the  blood  vessels, 
which  lead: 

1st.  To  an  intense  engorgement  of  the  walls  of  the  intestine,  very  consider- 
ably increasing  its  volume. 

2nd.  By  inflammation  with  large  serous  effusion  into  the  sac  or  a fibro- 
plastic exudate  firmly  gluing  the  walls  of  the  intestine  together  above , as  veil  as 
below  the  site  of  stenosis. 

3rd.  By  relieved  inflammation  passes  on  into  gangrenous  changes;  but  we 
never  find  any  considerable  segment  of  intestine  entirely  mortified,  though  gangren- 
ous processes  are  wide  spread . Here  and  there  is  thrombotic  occlusion  of  an 
arterial  radical  in  the  mesentery,  or  those  ramifications  of  it  nearest  to  the  convex 
surface,  cease  to  convey  blood,  and  mark  the  site  of  mortified  patches. 

The  mucosum,  the  layer  calling  for  the  greatest  vascular  supply,  is  the  first 
to  part  with  its  vitality,  to  erode  and  ulcerate,  and  lying  in  immediate  contact  with 
decomposing  ingesta,  is  a prolific  source  of  infection,  of  inflammatory  and  gangren- 
ous changes. 

The  free  hemorrhage  into  the  bowel  before  or  after  kelotomy,  the  uncontroll- 
able diarrhea  from  ulceration,  or  the  stenotic  contraction  and  subsequent  stricture 
sometimes  observed  after  herniotomies,  usually  result  from  a lesion  of  this  delicate 
structure. 

LESIONS  OF  THE  MESENTERY  AND  THE  INTESTINAL  MUSCLE 

The  mesentery  is  the  bond  which  unites  the  alimentary  tube  over  its  greatest 
length,  conveying  the  blood  and  lymph  vessels  and  nerves. 

It  is  a membranous  structure  made  up  of  elastic  fibrous  tissue  and  smooth 
muscular  elements.  That  it  possesses  at  times,  contractile  energy,  apparent  to 
anyone  who  has  observed  its  movements  in  the  living  animal.  In  various  patholo- 
gical and  traumatic  conditions  its  tonicity  is  impaired  or  lost,  when  it  permits  of 
varying  degrees  of  enteroptosis  or  derangement  in  the  movements  of  the  intestine. 
Mr.  Treves  has  called  attention  to  the  great  role  of  the  mesentery  as  an  etiological 
factor  in  hernia;  and  again,  we  may  observe  here  with  advantage,  the  part  a trau- 
matized mesentery  plays  in  some  of  those  fatal  cases  recorded  after  kelotomy.  A 
turgescent,  edematous,  pulseless  mesentery,  of  a bronzed  color  and  a granular  or 
leathery  feel,  possesses  but  little  if  any  functional  activity.  It  is  in  very  much  the 
same  state  of  vitality  which  we  observe  after  main  arterial  trunk  of  a limb  has 
been  suddenly  occluded  by  a ligature  or  damaged  by  an  injury.  There  is  a very 
large  and  free  anastomosis  between  the  vessels  of  the  mesentery,  so  that  when  one 
area  of  supply  to  the  intestine  does  not  exceed  six  or  eight  centimetres,  the  vitality 
of  the  segment  cut  off  is  supplied  by  the  excess  at  either  healthy  end.  When  this 
fails,  or  re-establishment  of  the  arterial  current  is  too  long  delayed,  the  organ  on 


212 


the  distal  end  is  slowly,  but  surely,  deprived  of  its  vitality;  it  lies  in  the  sac  or 
reduced  in  the  abdominal  cavity,  as  a foreign  body. 

In  some  types  of  strangulation  the  mesentery  may  suffer  greater  tension  or 
compression  than  the  intestine;  so  that  on  its  return  to  the  abdomen  it  is  in  a 
functionless  enfeebled  state,  permitting  of  a sagging,  kinking  or  twisting  of  the 
bowel.  It  is  therefore,  obvious  that  the  mesentery  deserves  a critical  consideration 
in  aggravated  varieties  of  strangulation;  that  the  diseased  part  should  be  resected, 
that  its  elongation  be  obviated  by  tucking  or  imbricating  its  folds,  and  so  adjusting 
it  that  its  circulation  may  be  unencumbered  and  it  may  promise  the  greatest  sup- 
port to  the  intestine. 

The  intestinal  muscle , next  to  the  mucosum,  constitutes  the  most  important 
anatomo-physiological  structure  of  the  alimentary  canal.  If  we  examine  under  the 
microscope,  a sagittal  section  of  an  injected  specimen  of  gut,  we  will  find  that  as 
the  arteries  split  up  in  the  submucosum  numerous  and  large  divisions  pierce  and 
ramify  through  the  muscular  fibres.  In  the  full  circulation  of  life,  we  will  find  the 
muscularis  about  twice  as  thick  as  it  is  after  death,  when  the  arteries  are  emptied; 
and  hence  the  reason  that  intestinal  suturing  is  much  easier  on  the  living  than  the 
dead  intestine  in  the  human  being.  Physiologically  the  musculature  of  the  intes- 
tine, its  motor  power,  must  be  regarded  as  of  vital  importance  in  alimentation:  in 
(a)  in  maintaining  the  open  lumen,  (b)  in  moving  on  and  reducing  the  aliment. 

It  is  curious  to  note  clinically,  that  inflammation  involving  its  inner  lining, 
the  mucous  membrane,  accelerates  its  peristaltic  activity,  while  peritonitis,  or  in- 
flammation of  its  serosa,  induces  a diminution  of  peristalsis  or  enterily  suppresses 
it.  Traumatic  muscular  inertia,  inflammation  or  gangrene  of  gut  after  section  of 
the  constriction  and  reduction,  are  those  pathological  conditions  of  a post- 
operative character  which  have  so  largely  contributed  to  a fatal  termination  in 
strangulated  hernia. 

Paralyzed  and  powerless  to  contract,  the  damaged  coil  permits  of  no  passage 
of  the  alimentary  contents  through  it.  Its  now  vitiated,  pent  up  contents,  now 
undergoing  decomposition,  set  free  infective  bacteria,  which  readily  penetrate  the 
intestinal  wall  and  invade  the  peritoneal  cavity.  In  the  greater  number  of  cases, 
general  invasion  by  infection  is  arrested  by  processes  of  nature,  by  the  fibro-serous 
exudate  of  the  peritoneum  which  seeks  first  to  localize  infection  by  adhesions,  by 
a gluing  and  binding  together  of  the  condemned  structures  preparatory  to  their 
final  destruction  by  suppurative  or  gangrenous  processes. 

In  external , or  primary  strangulation  nature’s  intervention  may  prolong 
life  or  even  effect  a cure;  but  in  secondary  or  internal , after  reduction,  her  efforts 
in  this  direction  are  practically  abortive  and  in  most  cases  only  hasten  the  end.  In 
all  cases  of  recently  acquired  hernia  there  is  no  force  so  constant  and  effective  in 
reduction  of  the  extruded  coil,  as  muscular  retraction  of  the  healthy,  free  ends 
within  the  abdomen.  This  is  a potent  influence  in  strangulated  cases.  Immediately 
on  the  nipping  or  occlusion  of  the  intestine  it  is  thrown  into  a state  of  tonic  spasm 
with  a great  strain  put  on  the  neck  of  the  imprisoned  loop. 

One  case  came  under  my  care  in  the  person  of  a young  man,  which  again 
illustrated  how  this  aid  of  nature  may  have  disastrous  consequences.  A man  of  24, 
was  sent  to  the  hospital  by  his  family  for  the  treatment  of  a strangulated  hernia 
of  ten  hours  duration.  On  entrance,  a strangulated  inguinal  hernia  was  discovered. 
He  begged  not  to  be  operated  till  the  following  day.  No  taxis  was  at  any  time  em- 
ployed. The  following  morning  the  hernia  had  disappeared,  but  he  had  all  the 
signs  of  general  peritonitis  and  sank  ten  days  later. 

On  autopsy,  a perforated,  gangrenous  knuckle  of  the  ileum  was  found,  with 
large  faecal  leakage  into  the  peritoneal  cavity. 

In  one  of  my  own  cases  of  successful  intestinal  resection  of  gangrenous 
hernia,  a thirty  inch  loop  was  entirely  detached  on  one  side  and  nearly  so  on  the 
other.  Pressure  no  doubt  was  the  main  factor  in  effecting  this  spontaneous  excision, 
but  there  can  be  no  question  that  the  severance  was  accelerated  by  intestinal 
retraction  from  above. 

Tumultuous  spasm  or  inflammation  of  the  intestinal  coils  promptly  induce 
what  the  French  designate  peritonisme,  or  muscular  rigidity  of  the  abdominal 
walls. 

Rigidity  or  simultaneous  clonic  spasm  of  the  smooth  and  striped  muscle, 
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therefore,  comes  into  action  as  th o first  pathological  phenomenon  in  actual  cases  of 
strangulation. 

THE  PERITONEAL  EXUDATE 


The  serous  secretion  of  an  aqueous  consistence,  from  the  peritoneum  in  the 
healthy  state,  in  various  pathological  states  provoked  by  trauma,  becomes  of  a 
glairy,  gluey  consistence  and  finally  serves  the  purpose  of  a veritable  cement  or 
solder.  This  gives  rise  to  adhesions , that  salutary  provision  of  the  economy  for 
walling  off  the  healthy  from  diseases  tissue,  but  which  so  often  in  hernia  involves 
troublesome  complications  though  plastic  operations  on  the  peritoneum  or  intest- 
inal jointing  would  be  impossible  without  it;  the  rapid  transmutation  of  this  plastic 
exudate  into  solidly  organized  tissue,  has  no  analogy  in  any  other  tissue  of  the 
body.  The  plasticity  and  effectiveness  of  the  peritoneal  secretion  or  exudate 
depends  on  a free  circulation  in  the  substratum  of  its  endothelial  layers,  and  hence 
the  reason,  that  below  the  point  of  constriction  in  the  hernial  sac  of  a strangulated 
rupture,  although  there  is  commonly  a considerable  quantity  of  serous  effusion, 
there  are  rarely  adhesion  of  the  omentum  and  intestine  or  the  coils  themselves; 
though  when  pressure  at  the  neck  of  the  sac  is  not  great  or  the  stenosis  of  intestine 
is  largely  dependent  on  a torsion  of  the  bowel  in  the  upper  segment  of  the  sac  the 
hernial  contents  may  be  more  or  less  glued  together. 

EXTERNAL  AND  INTERNAL  STRANGULATION 


The  fatal  defect  in  the  older  operations  for  strangulation  was  largely 
dependent  on  the  erroneous  conclusion  that  all  the  danger  attaching  to  this  state 
emanated  from  the  imprisoned  intestine  outside  the  abdomen,  and  that  when  the 
constriction  was  released  and  the  protruding  loop  was  pressed  up  inside  the 
abdominal  cavity,  the  resources  of  art  were  exhausted;  when  fatalities  were  set 
down  as  due  to  “-shock  or  peritonitis.” 

In  all  cases  of  strangulation  the  primary,  gross  lesion  is  limited  to  the  parts 
ot  the  alimentary  canal  caught  in  the  constriction  and  below  it.  But  when  consider- 
able delay  is  permitted,  when  there  is  torsion  of  the  bowel  and  a large  segment 
of  the  mesentery  is  carried  down,  having  attachment  to  a portion  of  the  gut  above 
this  may  suffer  from  the  effects  of  ischaemia  equally  with  that  projected  outwards' 
therefore  why  so  often  symptoms  of  strangulation  persisted  after  the  ring  of 
constriction  had  been  freely  divided,  and  an  apparently  healthy  intestine  had  been 
reduced;  coils  of  intestine  above  were  matted  together,  were  palsied  and  partly 
asphyxiated  or  on  the  verge  of  gangrenous  perforation.  But  unsurgical  methods  in 
the  absence  of  better,  in  dealing  with  external  strangulation,  were  the  most  fruitful 
source  of  the  harrowing  mortality  after  the  antiquated  kelotomy  of  past  times-  as 
now,  at  times,  what  had  been  an  external  strangulation  was  soon  converted  into  an 
internal , which  became  a post-operative  lesion. 

Simple  external  strangulation,  dealt  with  promptly  by  skilled  has  a low 
mortality,  if  any  at  all  iu  healthy  individuals.  On  the  contrary,  the  post-operative 
or  tnternal  is  a state  of  great  gravity,  quickly  fatal  very  frequently  ins  pite  of  all 
resources  of  modern  surgery.  v 

In  internal  or  post-operative  consecutive  strangulation,  when  the  element  of 
collapse  is  absent,  “toxine  absorption  or  enteric  parexis”  are  often  makeshifts 
which  will  not  explain  its  mortality.  Delayed  or  incomplete  surgical  treatment  in 
a larger  measure  than  any  other  agency  explains  the  former  heavy  death  rate  in 
these  cases  resulting  from  incomplete  reduction  of  the  hernia  or  the  forcing  up  into 
the  abdomen  of  kinked,  adherent,  asphyxiated  or  gangrenous  coils  of  intestine 
Mr  Frederick  Treves  gives  us  a graphic  and  faithful  description  of  some  of  these 
post  operative  comphcation8,  in  a recent  contribution.  After  reduction,  he  says: 
n the  first  place,  the  gut  may  lie  in  the  abdomen  hors  de  combat  so  damaged  that 
its  coats  are  quite  inert;  it  is  an  irritant  to  the  peritoneal  nerves,  it  interrupts 
peristalsis  and  acts  as  an  obstructing  agent,  as  would  a piece  of  rubber  tubing 
introduced  in  the  line  of  the  living  intestine.  Perhaps  a laparotomy  is  performed 
and  nothing  is  found  to  account  for  the  persisting  symptoms,  and  nothing  abnormal 
save  the  listless  dead,  or  dying  loop  of  intestine.”  He  adds  that  Mr.  Potts  records 
two  cases  in  which,  after  reduction,  he  performed  laparotomy  for  persisting 
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symptoms  and  found  no  cause  save  that  presented  by  the  free  but  listless  coils  that 
had  been  treated  too  late. 

From  the  testimony  of  this  noted  authority,  as  above  stated,  those  lives  were 
lost  not  only  by  delay,  but  also  because  a crippled  hernia,  an  asphyxiated  a “dead 
or  dying’’  intestinal  loop,  supersaturated  with  septic  elements  was  carried  up  into 
the  abdomen,  which  should  have  been  freely  resected , and  nothing  but  freely 
vascular  and  highly  animated  parts  reduced.  This  would  have  obviated  internal 
mortal  strangulation. 

Southam,  in  1891,  published  the  statistics  in  85  cases  kelotomized  for  strangu- 
lated hernia.  There  were  but  27  deaths.  In  16  of  these  post  mortem  examination 
was  made.  In  4 the  bowel  was  found  to  be  the  seat  of  gangrene;  in  10  ulceration 
and  perforation  had  taken  place  at  the  site  of  constriction;  one  died  of  general 
peritonitis  and  one  of  diabetic  coma.  Here  we  find  ample  confirmation  of  the  view 
taken  of  the  most  common  cause  of  death  after  operation  for  the  relief  of  strangu- 
lation; that  it  frequently  results  from  preventable  causes;  viz;  the  return  to  the  abdo- 
men of  infected,  diseases  segments  of  the  intestine  which  at  the  time  of  operation 
should  have  been  excluded  and  resected. 

INCOMPLETE  REDUCTION  AND  ATYPICAL  ANATOMICAL 
VARIETIES 

Incomplete  reduction  may  occur  with  a timid  or  inexperienced  operator. 
Some  years  ago  such  a case  was  recorded  by  myself  in  which  I was  called  to  see  if 
anything  could  be  done  for  a young  man,  dying  three  days  after  a kelotomy  for 
strangulation.  The  case  was  reported  in  detail  in  the  new  york  medicad  record, 
May,  1894. 

On  examination  it  was  found  that  the  unopened  sac  and  contents  were  pushed 
up  and  fixed  in  the  inguinal  canal,  the  constriction  not  yet  divided.  Happily  the 
opening  of  the  sac  under  cocaine  and  free  incision  through  the  neck  promptly 
relieved  all  symptoms. 

Another  case  came  under  my  notice  on  autopsy  in  which  a middle  aged  man 
died  on  the  day  following  kelotomy.  The  operator,  finding  on  exposure  of  the 
parts  nothing  save  an  apparently  adherent  epiplocele,  divided  the  stenosis  leaving 
the  omentum  undisturbed.  There  was  no  amelioration  in  the  symptoms  thence  on 
to  death.  Freely  exposing  the  part  post  mortem,  a concealed  gangrenous  loop  of 
intestine  was  found  just  protruding  through  the  ring  and  nearly  divided  by  the 
tight  constriction,  undiscovered.  This  was  another  example  of  “shock  and  peri- 
tonitis.’’ In  the  old  days  of  blind  cutting  and  hasty  manipulation  these  cases  were 
no  doubt,  not  uncommon. 

Van  Burén  Knott  has  collected  66  cases  of  peritoneal  and  intestinal  hernia. 
He  observes  that  in  all  cases  in  which  the  tumor  is  of  an  unusual  situation  and 
form,  incomplete  reduction  may  occur  and  unless  we  observe  special  caution,  we 
may  assume  reduction,  yet  strangulation  yet  remains.  In  all  this  class,  we  should 
operate,  he  says,  wheterthey  are  strangulated  or  not.  In  this,  certainly  all  surgeons 
are  in  full  accord. 

A complete  reduction  of  a strangulated  intestinal  loop  always  presupposes  a 
complete  liberation  of  it  from  adhesions.  In  a strangulated,  old,  large,  incarcerated 
hernia  both  free  liberation  and  reduction  may  be  injudicious  because  of  the 
menace  to  the  vascular  supply  of  the  bowel  in  its  new  abode.  But  in  all  other  than 
these  exceptions  in  old  people,  the  freest  possible  liberation  of  the  intestine  is 
essential  as  a pre-requisite  to  its  reduction.  Robaix  and  Duploy  have  at  length 
described  the  complex  character  of  these  adhesions,  so  often  formed  in  simple 
irreducible  and  strangulated  herniae.  Rather  than  risk  the  return  of  the  volumi- 
nous, we  should  resect  and  joint. 

In  hernia  en  bisac  we  will  often  discover  in  old,  chronic  cases  of  the  irreduci- 
ble or  incarcerated,  that  when  they  become  strangulated  they  are  a most  complex 
and  difficult  class  to  deal  with  in  a hurried  operation.  In  one  case  of  the  femoral 
type  coming  under  my  care,  the  patient  of  Dr.  John  Gillespie,  of  this  City,  besides 
a small  accessory  protrusion  containing  a short  loop — a Richter  hernia — there  was 
an  old,  thick  sac  nearly  as  large  as  a foetal  head  containing  the  caecum  and  sever- 


al  loops  of  small  intestine,  not  only  deeply  congested  and  bound  together  but 
also  united  firmly  to  the  base  and  walls  of  the  sac  by  organized  adhesions  and 
bridles  of  new  tissue.  In  this  case  the  ring  was  freely  opened,  all  the  adhesions- 
removed  and  the  wandering  coils  returned.  Death  followed  on  the  third  day,  the 
symptoms  of  strangulation  remaining  unrelieved,  the  result  of  imperfect  surgical 
methods.  In  the  same  season,  the  winter  of  93,  a somewhat  similar  case  of  strangu- 
lation came  under  my  care  in  the  practice  of  Dr.  John  Plunkett,  also  of  New 
York.  The  case  w'as  one  of  strangulation  of  a large,  old  exomphocele  without  a 
true  peritoneal  investment,  in  a woman  of  60,  in  deep  collapse.  Here,  a free  liber- 
ation of  the  adhesions  at  the  ring  was  all  that  was  ventured;  a free  drainage  provid- 
ed for  the  escape  of  peccant  fluids  and  a loose  dressing  applied.  Immediate  relief 
of  symptoms  followed. 

These  two  cases  illustrate  a large  class  of  adherent  hernia  in  strangulation 
in  which  consecutive  or  post-operative  symptoms  of  a grave  character  may  be 
usually  entirely  obviated  by  limiting  our  intervention  to  intestinal  liberation  and 
in  no  manner  disturbing  wide  spread  adhesions  through  which  now  the  intestine 
derives  its  nutritive  supply,  in  its  new  abode.  However,  in  young  subjects,  invalid- 
ed by  their  infirmity,  a resection  of  the  omentun  and  intestine  is  a justifiable 
means  of  cure. 


PART  III 


SYMPTOMATOLOGY 

One  of  the  most  prolific  causes  of  dangerous  changes  in  strangulated  hernia 
is  a tardy  recognition  of  it;  as  there  are  no  pathognomonic  symptoms  of  this  con- 
dition, and  no  features  of  a clinical  character  which  distinguish  internal  enteric 
obstruction  from  stenosis  of  external  constriction  in  strangulation;  nay  more 
acute  gastric,  hepatic  or  renal  colic  may  simulate  the  agony  of  strangulation. 

Dr.  Gibson’s  tables  on  this  subject  include  several  desperate  cases  of  strangu- 
lation in  advanced  pregnancy;  wherein  one  certainly  might  be  led  to  confound 
or  mistake  the  hernial  distress  for  labor  pains.  Many  a practitioner  is  indeed 
quite  in  the  dark  when  he  first  sees  one  of  these  cases,  until  the  patient’calls  his 
attention  to  a “sore  lump”  at  the  navel  or  groin. 

1 hav.e  seen  an  aSed  lady  in  the  moribund  state  from  an  unrelieved,  strangu- 
lated umbilical  hernia,  who  was  supposed  to  be  suffering  from  “gastritis”. 

In  those  advanced  in  years,  and  notably  in  females,  there  may  be  an  absence 
of  symptoms  or  they  may  be  of  a complex  character.  Mr.  Carle,  of  Lyons  notes 
an  interesting  case  of  this  kind  in  a man  of  72  years,  with  no  redoubtable  symptoms 
and  yet,  on  exposure  of  the  hernial  tumor,  a gangrenous  patch  of  the  caecum 
was  found  requiring  resection,  the  size  of  a five-franc  piece.  A huge  abscess  had 
formed  and  from  this  a ball  of  faeces  as  large  as  a hazel  nut  escaped.  This  indefi- 
nite symptomatology  in  strangulation  also  applies  to  its  complications  Thus  in  a 
recent  case  of  gangrene  of  19  inches  of  gut  requiring  resection,  in  my  service  at 
Harlem  Hospital,  the  patient  had  no  vomiting  whatever.  In  another  case  seen  by 
me  in  Dr.  Geo.  V.  Hahn’s  practice,  in  the  aged  father  of  a physician,  the  patient 
had  no  pain,  but  recurring  faecal  vomiting  led  toa  search  for  rupture  when  a 
small  inguinal  was  found  strangulated-Richter’s.  On  division  of  the  parts  ’ a faecal 
abscess  with  a rotten  intestine  was  found.  In  the  greater  number,  acute  constipa- 
thTadult  V1°lent  collcky  Pains  and  vomiting,  lead  us  to  suspect  strangulation  in 

In  my  most  recent  case  of  gangrenous  hernia  successfully  treated  by  primary 
resection  and  the  Connell  suture,  there  was  no  vomiting  either  before  or  after  he 
had  parted  with  19  inches  of  his  intestine.  Symptoms  are  indeed  most  unreliable  in 
S0^iAhe  veR  worst  cases  of  strangulation,  let  it  be  not  especially  in  those  past 
middle  life  and  in  the  female,  the  subject  of  strangulation. 

DIAGNOSIS 

An  early  and  accurate  diagnosis  is  as  important  in  strangulation  as  rational 
and  definite  therapy;  and  what  leads  up  to  this  in  a larger  degree  than  any  other 
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aid,  is  a searching  investigation  into  the  history  of  the  case  and  a careful  examina- 
tion of  the  abdominal  portals.  Hernial  tumors  are  seldom  painful,  hence  the 
patient  deceives  himself  and  others  not  infrequently.  For  this  reason  we  must 
accept  with  reserve  any  statement  of  the  patient  not  confirmed  by  a physical  exa 
mination.  Occasionally  we  will  encounter  tumors  in  the  groin  so  similar  to  hernia 
that  nothing  less  than  an  examination  through  an  incision  will  reveal  their  true 
character.  I have  seen  a young  man  who  had  a strangulated  hernia  which  was 
opened  by  the  scalpel  under  the  mistaken  impression  that  it  was  a bubo.  This 
mistake  cost  the  poor  fellow  his  life.  In  another  instance  I was  called  to  the  hospi- 
tal to  operate  for  “acute  internal  obstruction’’  in  a young  woman.  She  was  in 
deep  collapse  and  everything  was  in  readiness  for  a laparotomy  when  I arrived.  A 
strangulated  femoral  hernia  was  easily  made  out;  but  she  assured  me  she  had  the 
fullness  from  childhood  and  that  a physician  had  informed  her  that  it  consisted  of 
enlarged  glands.  A kelotomy  under  cocaine  saved  her  life. 

Certainly  we  may  have  inguinal  adenitis  or  abscess  with  a strangulation,  as 
we  may  also  have  other  neoplasmata — hydrocele,  spermatocele,  etc.  In  a case  of  a 
mixed  character  with  complex  symptoms  diagnosis  should  be  definitely  determined 
when  urgent  symptoms  are  present,  by  an  exploratory  incision. 

In  gangrenous  strangulation  with  perforation  of  the  intestine,  lasting  over 
several  hours,  there  is  certain  to  be  diffuse  cellulitis  which  may  be  accompanied 
with  an  extensive  edema  of  the  parts,  purulent  infiltration  and  a pointing  over 
the  tumefaction  with  a gangrenous  plaque  of  the  integument  on  the  point  of  giving 
way;  in  fact,  the  parts  present  all  the  common  characters  of  a huge  abscess.  We 
can  always  readily  differentiate  here  if  we  take  the  precaution  to  carefully  percuss 
the  tumor,  as  invariably  in  gangrenous  hernia  we  have  an  infiltrated  loop  of  intes- 
tine which  emits  a tympanitic  note. 

In  the  femoral  hernia  of  the  female,  with  a large  adipose  development,  the 
projecting  knuckle  of  intestine  may  be  so  small  and  so  deep  seated  that  it  will 
elude  detection  in  many  cases,  unless  a most  painstaking  examination  is  made 
when  the  first  symptoms  of  abdominal  colic  set  in.  In  those  advanced  in  years, 
devoid  of  acute  sensation,  any  sudden,  violent  disturbance  of  digestion  [attended 
with  colic  should  lead  us  to  suspect  strangulation. 

TREATMENT  OF  STRANGULATION;  PALLIATIVE  AND  RADICAL 

In  simple,  reducible,  congenital  or  acquired  hernia  the  natural  tendency  in 
nearly  all  types  is  towards  spontaneous  return  to  the  abdomen,  or  with  but  moder- 
ate mechanical  aid.  The  same  holds  true  in  a considerable  number  of  cases  of 
strangulated.  A loop  of  intestine  is  suddenly  thrust  out  of  the  abdomen  and  tight- 
ly caught  by  parts  acted  on  by  muscles.  The  whole  intestinal  canal  is  immediately 
thrown  into  violent,  tumultuous  contractions  with  convulsive  agony  and  great 
depression  of  the  vital  powers,  the  whole  physical  equilibrium  has  sustained  a 
violent  shock.  Now  if  the  patient  be  placed  on  a comfortable  couch  and  given  a 
small  dose  of  morphine  hypodermically  and  left  severely  quiet,  with  free  warmth 
to  the  body  until  immediate  agitation  passes  off — say,  for  from  two  to  six  hours — 
in  all  other  than  exceptional  cases  moderate  taxis  will  effect  reduction  in  a large 
number;  many  will  reduce  themselves.  But  immediate,  repeated  and  forcible  taxis 
is  disastrous  in  a large  number  and  frequently  fails.  I have  seen  a case  which 
resisted  violent  and  repeated  taxis,  which  was  sent  into  the  hospital  for  operation, 
and  which,  after  a small  opiate  and  a few  hours  rest  disappeared  of  itself;  and 
again  others  after  anaesthesia  return  with  the  greatest  ease,  on  taxis.  Some,  surely 
enough,  had  disappeared  to  the  chagrin  of  the  operator  before  they  were  brought 
to  the  table.  The  relief  of  intestinal  and  muscular  spasm  should,  therefore,  be  our 
primary  aim;  then,  after  reaction  has  set  in,  we  may  try  taxis  if  operation  is  refus- 
ed. Some  cases  of  strangulation,  however,  are  quickly  mortal  if  not  operated 
without  any  delay  whatever,  and  even  then  they  may  not  rally  from  shock  and 
sink.  An  example  of  this  type  I recently  saw  in  a young  man  seized  with  strangu- 
lation on  the  sidewalk  on  his  way  from  dinner.  His  agony  was  so  great  that  he 
had  to  sit  on  a step  until  an  ambulance  was  called.  He  was  operated  the  same  day 
at  five  o’clock  and  died  before  midnight.  Deepening  shock  and  faecal  vomiting 
call  for  immediate  operation.  Local  application  of  ether  or  ice  on  the  seat  of  the 
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strangulation  are  expedients  of  doubtful  efficacy.  They  are  supposed  to  overcome 
spasm  and  subdue  inflammatory  changes  but  they  depress  the  circulation  and 
endanger  the  vitality  of  the  intestine;  they  are  really  makeshifts  of  the  incompe- 
tent. Inversion  of  the  body,  large  clysters  and  violent  force  applied  over  the  hernia 
are  brutal  and  barbarous  measures,  the  relics  of  ancient  surgery  which  cannot 
now  be  permitted  under  any  circumstances  whatever. 

Our  responsibility  with  this  accident  is  always  great,  and  hence,  in  order  to 
proceed  with  that  course  the  most  advantageous  to  our  patient,  we  should  resort 
to  those  expedients  which  have  been  well  proven  to  be  the  safest  as  a general  rule. 
And  here  we  must  turn  to  operative  surgery  early  or  not  at  all.  No  reputable  surgeon 
should  attempt  operation  on  the  moribund  sent  in,  in  his  dying  moments,  by 
the  practitioner.  He  should  simply  do  his  duty  and  leave  the  case  in  the  coro- 
ner’s hands. 


KELOTOMY  AND  LAPAROTOMY 

The  modern  operation  for  strangulation  is  essentially  a new  creation,  based 
on  scientific  knowledge  and  extraordinary  advances,  especially  in  the  art  of  intes- 
tinal surgery.  It  aims  not  only  at  relieving  the  constriction , but  also  at  repairing 
the  damaged  intestine  and  permanently  curing  the  hernia. 

PREPARATION  OF  THE  PATIENT 

The  room  chosen  to  operate  in  should  be  thoroughly  cleansed,  well  lighted 
and  warmed.  Besides  the  anaesthetizer,  the  operator  needs  at  least  two  capable 
assistants.  It  is  needles  to  say  that  the  most  scrupulous  antisepsis  must  be  employ- 
ed and  every  possible  complication  provided  for  before  the  first  incision  is  made. 

In  exceptional,  unusual  cases,  attended  with  profound  collapse,  wherein  we 
venture  only  to  quickly  relieve  the  constriction,  cocaine  analgesia  can  be  substitut- 
ed for  pulmonary  anaesthetics,  greatly  to  the  advantage  of  the  patient;  or  we 
may  cocainize  up  to  the  division  of  the  stricture  and  then  continue  with  pulmonar 
anaesthesia. 

It  is  important  to  remember  that  in  most  cases,  immediately  on  liberation  of 
the  intestine  the  most  alarming  symptoms  pass  off.  Dr.  Lewis  (Columbus  Medical 
Journal,  1884,  p.  156)  records  an  illustrious  example  of  this  in  a case  of  inguinal 
strangulation.  “The  patient,”  he  says,  “was  delirious,  wearing  the  expression  of 
great  pain  and  anxiety  so  commonly  noted  in  advanced  cases;  all  of  which  dis- 
appeared on  opening  the  sac  and  dividing  the  ring.  ’ ’ 

Inasmuch,  however,  as  troublesome  complications  accompany  the  most  of 
these  cases,  and  much  time  will  be  consumed  in  making  a complete  operation,  we 
should  have  a pulmonary  anaesthetic  at  hand. 

A preliminary  irrigation  of  the  stomach  provides  us  greater  security  against 
the  inspiration  of  vomited  fluids  of  a septic  character;  but  I believe  that  this  is  a 
rare  accident,  and,  moreover,  free  gastric  irrigation  with  a patient  bordering  on  the 
moribund  state  is  by  no  means  a simple  or  safe  procedure.  The  patient  should  be 
catheterized  and  given  an  enema  as  large  and  hot  as  can  be  borne,  before  the  oper- 
ation is  begun. 

TECHNIQUE  IN  OPERATING 

Anything  like  hasty,  hap-hazard  operating  on  parts  within  the  peritoneal 
membrane  is  to  be  deprecated;  while  on  the  other  hand,  unduly  prolonged 
anaesthesia  greatly  depresses  the  vital  powers;  besides  awkward,  unskilful  or  long 
exposure  of  the  peritoneum  tends  to  deepen  shock  and  paralyze  the  intestine. 

It  is  therefore,  presupposed  that  one  properly  equipped  to  operate  for  strangu- 
lated hernia  has  mastered  the  technique  of  intestinal  surgery  by  practice  on  the 
cadaver,  or  what  is  much  better,  by  experimentation  on  the  anaesthetized  animal. 

Everything  in  readiness,  we  begin  by  making  a long,  free  incision  passing 
down  over  the  tumor,  in  an  oblique  direction.  Thist  cut  should  begin  from  three  to 
four  inches  above  the  internal  ring  in  inguinal  hernia.  It  should  extend  far  enough 
down  to  permit  easy  manipulation  of  the  sac.  McBurney’s  advice  to  commence  the 
deep  dissection  close  to  the  neck  of  the  sac  and  work  downward,  is  a good  one. 
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When  the  general  condition  warrants  it,  the  whole  distended  sac  should  be  isolated 
and  turned  out  before  it  is  opened.  This  is  usually  a rapid  and  simple  procedure. 
Whe  now  come  to  dealing  with  the  structures  after  opening  the  sac.  In  several 
cases  I have  found  that  the  constriction  was  not  so  tight,  but  the  trouble  rather 
depended  on  torsion  of  the  bowel;  though,  again,  we  may  sometimes  find  the 
constriction  so  extreme  as  to  more  or  less  completely  out  through  one  or  both  coils; 
in  some  cases  we  will  find  that  the  pressure  has  been  so  great  as  to  quite  freely 
induce  an  annular  erosion  through  the  fibro,  serous  coat  or  even  open  the  intestine. 
The  division  of  the  constriction  should  always  be  from  without  in,  freely  exposing 
this  to  the  naked  eye.  There  should  be  no  more  moping  and  cutting  blindly  with 
so-called  “hernia-bistouries.”  All  the  divided  vessels  should  be  separately  secured 
and  ligated  until  the  peritoneum  comes  into  view,  when  the  inner  aperture — mis- 
called a “ring” — is  divided  with  a blunt-pointed  scissors.  We  now  lay  the  neck  of 
the  sac  widely  open  and  draw  the  intestine  well  out  and  critically  examine  it.  If 
there  are  any  adhesions  they  should  be  freely  liberated;  then,  if  the  intestine 
possesses  full  vitality,  it  should  be  carefully  pressed  up  into  the  abdomen,  the  sac 
cut  away,  and  a radical  cure  superadded;  the  latter  prolonging  the  operation  but  a 
few  moments  and  accomplishing  the  double  purpose  of  relieving  the  strangulation 
and  obliterating  the  hernia. 

The  secondary  step  of  the  technique  for  radical  cure  should  be  as  simple  as 
possible,  as  it  appears  from  statistics  that  those  who  have  survived  the  operation 
for  strangulation  at  anytime,  have  rarely  it  ever  had  hernia  again.  Ample  drainage 
with  scrupulous  aseptic  precautions  will  usually  secure  primary  union  in  recent, 
non-complicated  cases. 


LAPAROTOMY  INCISION 

In  all  cases  of  strangulation  in  order  that  we  may  ascertain  a full  knowledge 
of  the  condition  of  the  intestine,  above  the  constriction,  or  internal  to  it,  besides  for 
the  purpose  of  aiding  manipulation  in  dealing  with  complications  and  rendering 
reduction  easy,  the  scalpel  must  be  carried  freely  up  through  the  ring  into  the 
abdominal  wall.  Neglect  to  more  freely  explore  in  former  times,  cost  the  lives  of  a 
large  number.  Mr.  Knaggs  impresses  the  importance  of  completeness  in  operation 
in  these,  and  records  two  instanced  within  his  own  observation  in  which  failure 
resulted  through  neglect  to  examine  and  liberate  the  upper  segment  of  the  intestine. 
In  one,  gangrene  from  volvulus  of  tlie  distal  coil  was  found  on  autopsy.  In  another, 
a distended  unrelieved  loop  was  found  which  remained  after  operation. 

A large,  free  incision  has  been  avoided  heretofore  because  it  was  thought  to 
augment  shock  and  favor  ventral  hernia,  but  there  is  no  evidence  that  when  pro- 
perly closed  at  time  of  kelotomy,  that  it  is  responsible  for  either. 

COMPLICATION  AND  VARIETIES  OF  STRANGULATION 
AND  THEIR  TREATMENT 

The  great  mortality  following  kelotomy  in  former  times  resulted  from  in- 
complete operative  treatment  in  complicated  cases;  and  strangulated  hernia  at  any 
stage  may  be  complicated.  The  diminished  mortality  of  our  time  comes  from  earli- 
er intervention  with  aseptic  precautions  and  the  deliberate  and  precise  manage- 
ment of  complications. 

As  an  evidence  of  reduction  of  mortality  a few  recent  statistics  may  be  cited 
from  a few  contributors. 

One  writer  has  collected  227  cases  of  strangulated  hernia  operated  from  1861 
to  1864  giving  a mortality  of  75  percent.  Benno  Schmidt,  in  1883,  reported  that  at 
that  time  in  the  German  hospitals,  there  was  36  percent  mortality.  Tschering,  of 
Copenhagen,  in  524  cases,  gives  the  death  rate  as  29  percent.  Southan  and  Bolby, 
in  1895,  in  the  London  hospitals,  found  that  mortality  ranged  from  40  to  43  per- 
cent. Borchard  and  Dagot,  of  France,  the  former,  17  percent,  the  latter  14  percent 
when  not  complicated.  Borchard  sets  the  present  mortality  at  7 percent  after 
kelotomy  for  strangulation.  Gussenbauer  said  that  antiseptics  had  reduced  the 
mortality  to  39  percent.  Hengeler,  for  fifteen  years  prior  to  1897,  collected,  1,491 
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cases  of  kelotomy,  mortality  16  percent.  I am  sorry  to  say  that  no  recent  statistics 
under  this  head  are  published  in  America,  as  I am  confident  that  they  would  show 
an  average  of  less  than  5 percent  in  lion-complicated  cases.  In  my  own  early  ex- 
perience, fully  75  percent  sank  after  operation;  now,  unless  the  patient  is  in  deep 
collapse  at  the  time  of  operation,  recovery  in  all  is  quite  the  invariable  rule. 

COMPLICATIONS 

The  complications  attendant  on  strangulation  are  constitutional  and  local. 

In  many,  especially  the  female,  they  are  of  an  alarming  character,  from  the 
beginning;  pain  is  agonizing,  vomiting  is  incessant,  the  circulation  is  enfeebled 
and  great  exhaustion  sets  in  early.  In  others,  again,  strangulation  runs  into  gan- 
grene or  even  perforation  without  any  violent  disturbances  of  the  system  until  late. 

GENERAL  CONDITION 

The  sudden  and  complete  occlusion  of  the  intestinal  canal  usually  produces 
profound  disturbances  of  the  system;  but  fortunately  in  strangulated  hernia,  the 
obstruction  is  seldom  immediate  or  total;  when  it  is,  mortal  changes  set  in  early. 

The  patient  is  first  seized  with  agonizing  pain  over  the  abdomen,  vomiting 
begins,  the  pulse  quickens  and  is  weak,  signs  of  prostration  set  in  early,  the  extre- 
mities become  cold  and  damp.  As  the  condition  continues,  reverse  of  peristalsis 
sets  in  and  faecal  vomiting  commences,  with  great  thirst,  the  tongue  is  livid,  dry 
and  crusted  and  the  gums  besmeared  with  sordes.  The  patient  lies  on  his  back,  in 
deep  melancholy  or  in  a state  of  indifference. 

To  the  inexperienced,  many  of  these  cases  at  first  sight,  strike  one  as  past 
any  hope  of  relief  or  in  no  condition  to  warrant  radical  surgery.  But  I am  acquaint- 
ed with  no  serious  condition  that  is  most  susceptible  of  effective  and  prompt  reme- 
dy by  judicious  operative  intervention,  provided  only,  that  the  pulse  is  regular 
and  can  be  felt  at  the  wrist.  In  extreme  cases  their  transport  to  hospital  by  any 
sort  of  conveyance  is  a trying  ordeal  which  greatly  augments  their  exhausted  state. 

Pain  has  greatly  enfeebled  the  heart,  faecal  toxaemia  is  in  operation  and 
the  task  before  us  is  to  release  the  intestine  and  restore  the  free  movement  of  the 
intestinal  current  without  augmenting  shock. 

Next  to  the  rough  transport  of  the  body  in  a grave  case  of  strangulation, 
the  most  potent  cause  of  deepening  shock  is  full,  pulmonary  anaesthesia.  With  a 
knowledge  of  these  facts,  it  therefore  behooves  us  to  sent  these  cases  into  hospital 
early,  revive  the  sinking  powers  by  very  warm,  large,  stimulating  enemata  and 
proceed  with  the  first  stages  of  the  operation  until  the  intestine  is  fully  liberated, 
under  ethyl  chloride  and  cocainization. 

The  fullest  measure  of  success  in  the  operative  treatment  will  only  be  realiz- 
ed when  special  remedial  measures  are  primarily  directed  toward  combatting 
grave  constitutional  conditions. 

Unrelieved  strangulation  leads  to  local  changes  and  lesions  in  the  imprisoned 
intestine. 

1st.  Deep  asphyxia  or  incipient  gangrene. 

2nd.  Plaques  of  gangrene  or  ulceration  of  intestine. 

3rd.  The  entire  circumference  of  gut  may  be  mortified. 

4th.  Gangrenous  perforation  with  faecal  extravasation  into  the  sac. 

INTESTINAL  ASPHYXIA 

What  is  the  most  embarrassing  of  all  is  that  comparatively  large  class  of 
cases  in  which  we  are  in  doubt  as  to  the  vitality  of  the  intestine.  It  is  of  a deep 
brown  chocolate  color,  congested  and  thickened;  it  has  a leathery  feel  and  seems 
to  be  devoid  of  circulation.  The  application  of  very  warm  water  fails  to  elicit  any 
positive  evidence  of  circulatory  stability.  The  gut  is  not  healthy  nor  is  it  dead; 
but  rather,  as  Treves  says,  is  hors  de  combat , or  rather,  ‘’knocked  out.”  It  is  in  a 
state  of  deep  asphyxia  and  may  recover  its  full  functions  or  may  not.  The  intes- 
tine is  in  a state  of  impending  gangrene,  or  is  rather  in  the  incipient  stages  of  morti- 
fication. Jordon  Lloyd  well  observes  in  this  connection,  that  “the  recognition  of 
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gangrene  in  a coil  of  intestine  lying  before  us  in  an  open  sac  is  not  always  an  easy 
matter.  Few  surgical  complications  are  more  perplexing  than  that  of  determining 
whether  a coil  of  gut  shall  be  returned  to  the  abdomen  or  be  treated  where  it  lies. 
No  judgment  can  be  formed  merely  by  the  color  of  the  coils,  nor  can  any  analogy 
be  drawn  from  one’s  experience  of  gangrene  of  the  outer  surface  of  the  body.” 

But  we  certainly  cannot  agree  with  this  eminent  surgeon  when  he  continues 
and  adds  that,  “the  same  amount  of  functional  disturbance  in  the  nutrition  of  an 
external  part,  ,as  a finger  or  toe,  for  example,  which  necessarily  will  be  followed 
by  local  death  and  putrefaction,  may  be  entirely  recovered  from  in  the  cáse  of  the 
intestine  if  the  cause  of  the  disturbance  be  removed  and  the  gut  be  returned  to  the 
peritoneal  cavity  under  aseptic  precautions.” 

' We  cannot  remove  the  cause  by  the  reduction  of  a mortally  asphyxiated  coil 
of  gut,  and  function  never  returns  to  mortified  tissues  in  any  part  of  the  body.  The 
damaged  intestine  certainly  does  possess  most  remarkable  properties  in  the  way  of 
spontaneous  repair;  but  to  return  strictured,  crippled,  dying  or  dead  intestine, 
a foreign  body,  a septic  structure  into  the  peritoneal  cavity  is  certainly  to  invite 
disaster.  And  therefore,  we  regard  the  advice  of  Mr.  Carwardine  as  certainly  not 
en  idpport  with  modern  rational  treatment,  when  he  says,  in  speaking  of  these 
doubtful  cases,  “When  in  doubt  in  strangulation,  the  belly  is  the  best  place  for 
the  gut.” 

There  can  be  no  question  but  resuscitation  may  occur  in  rare  cases,  that 
grangrenous  patches  may  become  innocuous  by  adhesions,  that  spontaneous  anasto- 
mosis may  occur,  or,  what  is  more  remarkable  yet,  the  dead  segment  of  gut  may 
find  its  way  out  through  the  anus. 

What  then  should  be  our  line  of  action  in  this  class  of  doubtful  cases?  Clear- 
ly, with  our  knowledge  of  the  physiology  of  the  alimentary  canal,  that  large 
segments  of  it  may  be  removed  with  perfect  immunity,,  we  need  not  hesitate  to 
amputate  the  suspicious  part.  And  now  that  the  technique  of  resection  and  jointing 
have  become  au  courarit  procedures  there  should  be  no  hesitation  as  to  our  decision. 
Only  one  thing  will  at  all  justify  the  return  of  a suspicious  coil  into  the  peritoneal 
cavity;  and  that  will  be  lack  of  skill  or  want  of  a practical  knowledge  of  intestinal 
surgery,  assuming  of  course,  that  the  general  condition  warrants  it. 

FOCALIZED  PATCHES  OF  ECCHYMOSIS,  ABRASIONS,  CONTUSIONS 
OR  GANGRENE  OF  THE  INTESTINE 

In  nearly  all  cases,  which  a surgeon  is  called  on  to  operate  for  strangulated 
hernia,  the  patient  has  been  subjected  to  repeated  and  perchance  violent  taxis 
before  he  sees  the  case.  Many  are  only  sent  to  hospital  when  they  are  close  to  the 
moribund  state.  Happily  these  are  much  less  frequently  seen  now  than  twenty  years 
ago.  In  all  these,  with  few  exceptions,  we  will  find  the  bowel  more  or  less  traumatiz- 
ed. In  fact,  ill  advised  taxis  is  one  of  the  most  potent  causes  of  serious  complica- 
tions in  strangulated  hernia. 

DEEP  CONGESTION  OR  INCIPIENT  GANGRENE 

In  all  cases  of  acute  hernial  strangulation,  there  promptly  sets  in  simul- 
taneously, a double  stasis of  the  faecal  current,  and  secorid,  of  the  circulation. 
In  the  first,  temporary  intestinal  exclusion  is  induced,  a condition  which  of  itself, 
if  not  protracted,  is  nota  serious  accident;  its  lethal  influence  only  becomes  obvious 
when  the  obstruction  is  maintained,  when  decomposition  of  the  imprisoned, 
stagnant,  alimentary  contents  begins,  when  an  excess  of  gas  is  liberated  and  a 
fresh  strain  is  put  on  the  intestine  from  below.  Actual  intestinal  asphyxia,  or 
gangrene,  can  be  said  to  only  begin  when  vascular  stasis  is  established;  when  the 
arterial  feeders  yet  send  the  blood  into  the  capillaries,  but  the  efferent  vessels  are 
hopelessly  obstructed;  a condition  gradually  extending  in  a retrograde  direction, 
and  later  inducing  a general  thrombosis  of  all  the  mesenteric  radicles.  When  this 
stage  is  reached  incipient  gangrene  is  in  operation,  now  in  the  presence  of  this 
condition  in  which  the  intestine  is  not  completely  killed,  or,  as  Treves  aptly 
describes  it,  is  hors  de  combat , in  which  the  gut  is  not  dead,  not  mortified,  and  yet 


not  sufficiently  vitalized  to  functionate  with  certainty,  should  we,  if  in  doubt,  adopt 
the  current  custom  and  return  it  to  the  peritoneal  cavity  after  complete  relief  of 
the  strangulation?  In  this  connection  it  may  be  well  to  note  that  in  consequence  of 
the  complete  and  double  stenosis  of  the  intestinal  and  vascular  canals,  decompo- 
sition has  begun,  and  the  exuded  serum  in  the  sac  emits  an  odor  which  assures  us 
that  the  bacterium  termo  has  commenced  the  work  of  decomposition  and  the 
extruded  loop  is  septic , it  is  certainly  temporarily  crippled  and  functionless. 

This  is  one  of  the  most  numerous  class  of  cases  in  the  past  which  led  to  the 
appalling  mortality;  and  what,  indeed,  can  warrant  or  justify  the  practice  of  forcing 
these  dead  or  dying  structures  up  into  the  healthy  peritoneal  cavity  seems  beyond 
comprehension . 

IMMEDIATE  RESECTION 

In  these  dubious  cases,  the  general  condition  of  the  patient  permitting  it, 
there  is  but  one  course  to  pursue;  and  that  is  an  immediate  and  complete  resection 
of  the  suspected  loop,  whether  it  be  an  inch  or  a yard  in  length,  with  simultaneous 
jointing  of  the  divided  ends.  This  course  is  simple,  rational  and  safe  in  skilled 
hands  and  a proper  environment. 

INTESTINAL  PARALYSIS,  INTESTINAL  TOXAEMIA,  ETC. 

In  Gibson’s  recent  able  contribution,  (Annals  of  Surgery,  October  and 
November,  1900),  the  author  observes  that  the  above  terms  “are  usually  used  as  a 
mask  for  peritonitis,”  the  functionless,  infected  coil,  with  its  wall  collapsed,  its 
musculature  without  tone,  its  mucous  membrane  edematous  and  detached  and  its 
fetid,  decomposed  contents  transuding  through  its  destroyed  serosa,  lies  doubled 
up  as  a block  in  the  path  of  the  alimentary  canal,  infecting  and  spreading  widely 
its  septic  elements  through  every  tissue  it  touches.  Experimental  investigation  and 
clinical  observation  conclusively  prove  that  full  physiological  function  in  digestion 
may  be  preserved  with  the  exclusion  of  a full  third  of  the  small  intestine;  and, 
moreover,  we  have  evidence  that  the  mortality  of  resection  is  in  no  manner 
dependent  on  the  extent  removed,  provided  it  does  not  exceed  the  physiological 
limit. 

STRICTURE,  ULCERATION,  HEMORRHAGE  AND  PERFORATION 
AFTER  REDUCTION  OF  DAMAGED  INTESTINE 

The  intestine  may  suffer  serious  pathological  changes  and  yet  not  have 
advanced  to  gross  gangrenous  changes;  in  fact,  if  the  mesentery  escape  very  great 
compression,  without  a certain  inspection,  we  may  overlook  nottled  patches  or 
compressed  areas,  the  seat  of  subtile  but  positive  organic  changes.  At  the  point  of 
compression  at  the  inner  aperture  all  the  coats  of  the  intestine  may  have  become  so 
crushed,  as  to  later  undergo  repair,  by  leaving  a cicatricial  contraction.  Persistent 
diarrhea  from  ulceration  of  a compromised  loop  has  followed  with  a fatal  ending 
in  some  cases  (Malgaigne).  Persistent  and  fatal  hemorrhage  per  rectum  has,  too, 
occurred  (Paget).  In  one  of  my  own  cases  of  resection  the  intestine  was  found 
filled  with  coagulated  and  fluid  blood. 

Mr.  Rough  (London  Lancet,  1884,  p.  636,  Vol.  II)  records  a case  of  death 
from  enteric  hemorrhage  two  hours  after  reduction  of  the  intestine.  The  sac 
contained  six  feet  of  ileum  with  the  caecum.  On  autopsy  when  the  bowel  was 
opened,  a pint  of  fluid  blood  escaped.  The  inner  surface  of  the  bowel  presented 
several  dark,  slate-colored  patches.  Death  from  ulcerative  perforation  and 
peritonitis  in  former  times  was  not  an  infrequent  post-operative  sequela  in  kelotomy, 
when  the  intestine  of  “doubtful”  vitality  was  reduced. 

GANGRENE  OF  THE  INTESTINE 

When  gangrenous  changes  have  advanced  to  the  unequivocal  mortification 
or  death  of  the  extruded  loop,  whether  it  appear  in  patches,  involve  the  entire 
circumference  of  the  intestine,  or  has  advanced  to  perforation,  the  part  involved 


must  be  isolated  from  the  peritoneum.  How  this  may  be  attained  to  the  best 
advantage  of  the  patient  embraces  one  of  the  most  important  chapters  in  the  art  of 
intestinal  surgery, 

Twenty-five  years  ago  resection  for  gangrenous  hernia  was  comparatively 
unknown  as  a practical  procedure,  though  there  were  some  few  rare  cases  recorded 
since  the  seventeenth  century.  At  that  time  and  until  later,  there  was  only  one 
alternative  in  cases  of  complications  in  strangulation,  when  the  intestine  was  not 
immediately  reduced,  which  was,  to  secure  it  to  the  groin  and  make  an  artificial  anus. 


PARTE  IV 

A BRIEF  RÉSUMÉ  ON  THE  EVOLUTION  OF  INTESTINAL  SURGERY 
AS  IT  APPLIES  TO  STRANGULATED  HERNIA 

The  first  cases  recorded  in  surgical  literature  in  which  efforts  were  made  to 
remove  a section  of  diseased  intestine,  were  those  of  strangulated  hernia.  Littré,  in 
1600,  closed  a chasm  in  the  intestine  after  gangrene,  refreshing  the  edges  and 
closing  by  circular  suture.  Von  Ramdohr,  surgeon  to  the  Duke  of  Brunswick  in 
1727,  resected  successfully  two  feet  of  gangrenous  intestine;  operating  by  invagi- 
nating  one  divided  end  into  the  other.  Twenty  years  later  Durverger  removed  two 
inches  of  a gangrenous  gut  and  joined  the  ends  over  a 4 inch  section  of  the  dried 
trachea  of  a calf;  this  coming  away  on  the  twentieth  day,  per  rectum , and  the 
patient  recovering.  1747. — Peyronia  again,  successfully  resected  four  inches  of  the 
intestine  in  1753.  These  pioneers  were  not  without  imitators  and  zealous  disciples 
but  the  mortality  was  so  great  that  Lewis,  writing  late  in  the  last  century,  formally 
condemned  every  description  of  intestinal  surgery  in  strangulation,  except  the 
formation  of  an  artificial  anus.  This  eminent  authority,  however,  bestows  great 
praise  on  Littré,  and  pronounces  his  achievement  “d’une  merveille  de  Part.” 

In  the  first  half  of  the  present  century  there  are  but  two  cases  recorded  of 
successful  resection  and  jointing  for  mortified  intestine;  one  by  Levielle,  1812,  and 
one  by  Diffenbach,  1836. 

ANIMAL  EXPERIMENTATION,  ETC. 

The  foundation  of  rational  and  scientific  surgery  of  the  intestine  rests  on 
modern  animal  experimentation;  nay,  a mastery  of  its  art  and  technique  is  possible 
chiefly  by  resort  to  this  means. 

In  pre-anaesthetic  times  it  was,  in  a large  measure,  a failure.  For  example, 
as  early  as  1740  Moebus  and  Farcy,  after  enumerating  a large  .number  of  experi- 
ments on  the  intestine  of  the  dog,  conclude  from  this  experience  and  results  that 
intestinal  resection  is  utterly  impracticable  on  the  human  being.  Early  in  the 
present  century  (19th)  there  was  a notable  re-awakening  in  the  French  school  on 
the  subject  of  intestinal  surgery.  Jily,  Joubert  and  Lambert  instituted  a large  number 
of  experiments  on  the  lower  animal’s  intestine;  several  devices  for  jointing  were 
devised.  Lambert,  a young  hospital  interne,  described  his  suture  before  the  French 
Academy  in  1824..  In  1825,  Richerand  tested  the  utility  of  the  new  modes  of 
effecting  enterorrhaphy  in  man,  with  disastrous  results.  Reyberd,  in  1843,  undertook 
to  unite  the  divided  ends  of  the  colon  after  resection  of  a cancerous  mass  involving 
its  ascending  portion.  His  patient  survived,  but  union  failed  and  a large  fecal 
fistula  followed 

The  results  thus  far  were  so  unsatisfactory  and  the  mortality  so  great  .that 
the  best  surgeons  in  Europe  looked  with  disfavor  on  any  description  of  surgery 
which  entailed  a section  or  resection  of  the  intestine.  In  the  brief  space  of  five 
years  after  Reyberd’s  failure,  the  discovery  of  pulmonary  anaesthesia  in  America 
was  announced,  an  event  of  incalculable  magnitude  to  operative  surgery ; and  yet 
we  find  that  the  deeply  grounded,  superstitious  fear  of  opening  or  manipulating 
the  peritoneum,  stayed  the  hand  of  the  surgeon.  Not  until  the  antiseptic  treatment 
of  wounds  was  generally  adopted,  did  intestinal  surgery  share  in  the  impetus  of 
modern  advance,  although  this  is  of  secondary  importance  in  surgery,  to  anaesthesia 
with  ether  or  chloroform  narcosis. 
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In  1873,  Liicke,  of  Strasburg,  again  revived  the  operation  of  intestina  lresect- 
ion  for  gangrenous  hernia,  removing  six  centimetres  of  gut  and  losing  his 
patient. 

In  Germany,  notably  after  Thiersch’s  failure  in  1879,  the  surgery  of  the  in- 
testine made  surprising  advances.  To  the  Germans  are  we  indebted  for  a large 
part  of  the  knowledge  we  now  possess  on  the  art  or  intestinal  surgery.  Dr.  Carl 
Beck,  in  1879,  made  an  extended  series  of  experiments  on  induced  gangrenous 
hernia,  the  deductions  from  which  have  since  been  utilized  with  signal  advantage. 

It  is,  as  Bouilly  has  observed,  remarkable  to  note  that  in  France  where  in- 
testinal surgery  was  first  made  the  subject  of  a most  extended  experimental  investi- 
gation, surgeons  were  skeptical  and  were  very  reluctant  in  sharing  in  the  revival 
of  this  phase  of  operative  surgery.  Thus,  in  1883,  Dr.  Bouilly  was  able  to  collect 
38  cases  of  primary  resection  for  gangrenous  hernia  reported  from  1873  to  this 
date,  but  one  of  which  came  from  French  sources. 

Serre,  writing  on  this  topic  says  that  “we  may  date  the  real  advance  in  in- 
testinal surgery  from  1873. 1 must  repeat  that  we  can  only  regret  that  these  oper- 
ations founded  by  the  experimentations  of  French  surgeons, the  glory  of  the  achieve- 
ment is  ours,  executed  by  principles  conceived  by  us  and  abandoned  by  the  country 
that  gave  them  birth,  so  that  it  is  now  quite  exclusively  from  foreign  sources 
that  recent  cases  are  reported.”  This  author  pronounces  successful  primary  resect- 
ion of  the  gangrenous  bowel  with  effective  jointing, the  greatest  triumph  of  modern 
surgery. 

America  was  destined  to  play  a role  of  stupendous  importance  along  this 
line  of  advance.  In  1888,  the  illustrious  Senn,  of  Milwaukee,  at  the  International 
Medical  Congress  held  in  Washington,  D.  C.,  submitted  the  most  extraordinary 
essay  that  ever  was  written  on  intestinal  surgery.  It  was  based  entirely  on  exhaust- 
ive experimentation  and  yet  the  logical  convictions  deduced  from  so  large  and 
diversified  a number  of  experiments,  their  general  success,  their  scientific  foundat- 
ion, their  precision  and  skill  in  execution,  promptly  assured  surgeons  of  their 
applicability  to  the  human  being.  The  presentation  of  this  great,  unrivalled  essay 
wTas  hailed  as  the  dawn  of  a new  era  in  the  surgery  of  the  alimentary  canal,  and  at 
an  early  date  the  fundamental  principles  it  inculcated  were  succesfully  tested  on  a 
large  scale  by  the  leading  surgeons  of  the  civilized  world.  In  1891,  Dr.  John  B. 
Murphy,  a brilliant  young  surgeon  of  Chicago,  published  a description  of  his  anasto- 
motic disc,  the  “Murphy  button,”  a most  extraordinary  piece  of  ingenuity  which 
it  appears  no  description  of  modification  can  ever  improve.  It  is  generally  conceded 
that  no  device  ever  invented  has  imparted  the  enormous  impetus  to  the  intestinal 
surgery  that  this  has.  For  end-to-end  jointing  of  the  intestine  it  is  simply  unrivalled. 

Gibson  pronounces  it  the  best  and  safest  of  all  the  various  expedients  at  our 
command.  A large  number  of  other  devices  have  been  employed  to  assist  in  effect- 
ing union  of  the  divided  intestine.  The  last,  and  one  of  the  most  valuable  of  all 
measures  yet  suggested  for  jointing  the  divided  intestine  was  devised  by  Dr.  M.  E. 
Connell,  of  Milwaukee.  It  displaces  every  description  of  apparatus  or  mechanical 
appliance  consisting  of  nothing  more  than  a simple  suture,  specially  employed. 

In  all  of  the  above  advances  their  success  was  only  possible  by  animal  expe- 
rimentation. Lambert,  on  whose  conception  the  initiatory  was  instituted,  and  whose 
principles  yet  hold  with  the  vast  majority,  in  his  lifetime  never  had  an  opportunity 
to  test  them  on  man,  and  Senn,  Murphy  and  Connell  all  published  their  essays 
before  this  method  had  yet  been  tested  in  resection  of  the  intestine  in  the  human 
being,  their  conclusions  being  entirely  drawn  from  vivisection  experiments. 

PART  V 

ARTIFICIAL  ANUS,  RESECTION  OF  THE  INTESTINE, 

PRIMARY  AND  SECONDARY 

In  cases  of  advanced  gangrenous  hernia,  with  or  without  perforation  of  the 
intestine,  there  are  practically  but  two  courses  open  to  us  for  adoption;  the  one  is 
to  fix  the  dead  parts  in  situ  and  drain  the  fecal  contents  through  the  inguinal  of 
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crural  incision,  when  we  have  groin  ruptures,  there  and  then,  resect  the  mortified 
parts  and  reconstruct  the  intestinal  canal;  and  the  time  has  now  arrived  when  the 
“doubftul”  cases  should  be  dealt  with  in  a similar  manner. 


ARTIFICIAL  ANUS 


The  attitude  of  our  most  noted  surgical  authorities  widely  varies  on  the  choice 
of  leaving  an  opening  in  the  bowel  involved  by  gangrene,  or  performing  an  im- 
mediate resection.  Brief  comments  and  statistics  from  various  sources  will  be  sub- 
mitted on  this  aspect  of  the  subject. 

The  establishment  of  an  artificial  anus  is  an  imitation  of  nature’s  mode  of 
relief,  and  cure  also,  when  but  a limited  area  of  the  gut  is  involved.  In  gangrenous 
cases  the  intestine  above  the  stricture  has  usually  contracted  adhesions,  so  that 
there  is  little  to  do  in  applying  technique  when  artificial  anus  is  to  be  hurriedly 
made.  Frequently,  though  not  always,  a patient  with  gangrenous  hernia  is  in  a 
state  of  great  postration,  and  there  are  signs  of  invasion  of  the  general  peritoneum. 
In  six  cases  of  artificial  anus  left  after  gangrenous  hernia,  in  my  own  practice,  in 
all  the  intestine  was  found  ruptured.  One  had  the  gut  opened  for  what  was  suppu- 
rating bubo.  In  three,  the  general  condition  was  not  alarming  at  the  time  of 
kelotomy;  but  none  survived  more  than  ten  days.  At  the  French  Congress  of 
Surgeons,  in  1898,  this  subject  was  exhaustively  discussed  and  it  was  the  opinion  of 
the  greater  number  that  in  gangrenous  hernia  the  proper  course  to  pursue  was  to 
first  tap  the  bowel,  and  later , when  reaction  was  well  re-established,  perform  a 
resection;  a course  which,  from  atlieorical  standpoint  at  least,  is  unassailable.  But 
the  establishment  of  an  artificial  anus  in  strangulated  hernia  at  best,  must  be  regard- 
ed as  a confession  of  surgical  impotency,  and  is  a relic  of  antiquated  methods; 
as  Treves  says:  “the  history  of  enterostomy  is  old  as  strangulation  itself.”  Dr.  Carl 
Beck,  of  New  York,  was  the  first  to  decide  the  relative  value  of  enterostomy  and 
enterectomy  from  an  experimental  standpoint  in  induced  strangulation  in  55  vivi- 
sections. In  21  resections  he  had  14  cures;  in  20  cases  of  artificial  anus,  9 recoveries 
and  1 1 deaths.  Though  we  do  carry  our  patients  over  the  breach  with  an  artificial 
anus  when  a section  of  the  gut  is  gone.  Bouilly  observes  that  “although  we  may 
find  vestiges  of  fortunate  tentatives  which  have  been  effective  in  the  management 
of  gangrenous  hernia  in  the  vast  literature  of  ancient  surgery,  no  mention  is  made 
of  any  means  of  cure  of  artificial  anus.  Richter  alone,  in  1700,  thought  it  possible 
by  anastomosis  but  regarded  it  as  altogether  too  dangerous  an  undertaking.” 

Mr.  Spencer  cites  McCready  as  stating  that  at  the  present  time,  of  21  London 
surgeons,  17  favor  artificial  anus  and  but  4,  the  primary  suture.  Julliard’s  experi- 
ence has  been  quite  unique  as  he  records  20  cases  of  anastomosis  for  artificial  anus 
with  no  deaths,  after  gangrenous  hernia.  Mr.  Lockwood  was  able  to  collect  40 
cases  of  gangrenous  hernia  treated  after  the  method  of  Lawrence;  viz.,  by  a free 
incision  through  the  mortified  part  in  order  to  relieve  the  intestinal  canal ; or,  if  the 
intestine  had  already  given  way,  to  divide  freely  the  integument  and  sac  and  leave 
the  subsequent  progress  of  the  case  entirely  to  nature,  practically  leaving  an  artifi- 
cial anus.  36  of  these  died — 90  per  cent;  4 survived  after  a long  and  tedious  conva- 
lescence, and  had  submitted  to  repeated  operations  to  close  their  fistulae. 

This  author  regards  incising  the  bowel  as  the  most  fatal;  primary  resection 
and  suture  the  next  in  order  of  fatality  and  the  least,  the  enterotome.  Kendall 
Franks,  of  Dublin,  collected  202  cases  of  gangrenous  hernia  from  various  sources 
and  in  this  number  the  mortality  after  artificial  anus  was  80.7  percent;  after  primary 
resection,  47  percent.  Ill  collected  notes  on  29  cases  of  artificial  anus  in  the  United 
States;  25  died,  86  percent  mortality.  Mr.  Wallace,  of  the  Royal  Manchester 
Infirmary,  records  4 cases  of  artificial  anus  post-hernial,  all  ending  fatally.  Chopart 
gives  80  percent  as  the  primary  mortality  in  above  condition.  Korte,  85.5  percent; 
Mikulicz,  76  percent. 

Duploy  fully  describes  the  dangers,  immediate  and  remote,  connected  with 
enterostomy  of  gangrenous  hernia,  and  says: — “Artificial  anus  may  heal  spontan- 
eously, it  may  give  temporary  amelioration;  but  it  most  frequently  tends  toward 
death  by  inducing  inanition,  or,  what  is  more  frequent,  death  follows  early  from  a 
persistence  of  symptoms  and  an  extension  of  peritoneal  invasion.  But,  more,  in 


order  to  cure  this  repulsive  state  a fresh  operation  is  involued,  difficult  of  execution, 
grave  in  character  and  uncertain  in  results.”  The  above  well  epitomizes  the  import- 
ant subject;  for  look  on  it  as  we  may,  the  construction  of  an  artificial  anus  in 
gangrenous  hernia  can  only  be  regarded  as  a dernier  ressort , justified  only  when 
the  patient  is  bordering  on  the  moribund  state  or  is  in  the  hands  of  an  incompetent 
surgeon.  The  economy  of  time  in  its  construction  has  constituted  one  of  its  strongest 
claims;  but  M.  Chopart  pertinently  observes  that  this  has  been  exaggerated,  that  a 
resection  and  jointing  may  be  effected  in  thirty  minutes,  a limit  no  greater  than 
required  in  the  formation  of  an  enterostomy. 

The  repair  of  a fecal fistula — sometimes  miscalled  artificial  anus — may  occur 
of  itself  when  the  sphacelated  path  is  of  an  area  which  involves  less  than  half  the 
diameter  of  the  intestine.  Harrington  records  such  a case,  in  a Littre’s  hernia;  they 
are  not  very  rare  in  the  anatomical  type  of  occlusion. 

Localized  or  superficial , small  plaques  of  gangrene  we  may  sometimes 
encounter  in  kelotoinies  for  strangulation.  These  are  most  frequently  induced  by 
violent  taxis,  the  bowel  has  been  severely  crushed,  the  musculosa  lacerated,  the 
mucous  lining  detached,  but  the  fibro-serous  layer  is  intact.  In  these  cases  the 
whole  extruded  coil  has  sustained  serious  damage  though  there  are  only  local 
expressions  of  it.  These  may  often  be  grouped  in  the  category  of  “doubtful”  cases. 
We  may  treat  them  by  (a)  leaving  the  loop  outside  and  waiting  for  time  to  decide; 
(b)  we  may  resect  the  gangrenous  patches  and  suture,  or  bury  them  under  a row 
of  Lambert  sutures  and  reduce  the  affected  loop;  or  (c)  we  may  at  once  proceed 
to  more  radical  measures  and  resect  the  entire  extruded  loop.  We  here  must  de- 
cide on  that  course  which  promises  the  best  results,  the  least  danger  of  peritoneal 
infection  or  loss  of  life  by  shock  and  exhaustion.  When  the  vascular  supply  is  not 
compromised,  and  the  full  vitality  of  the  intestine  is  preserved,  the  exclusion  of 
the  small,  ulcerated  patches  with  a complete  disinfection  of  the  intestine,  will 
warrant  immediate  return  of  it  to  the  abdominal  cavity;  caution,  however,  will 
require  here,  that  ample  drainage  is  maintained  until  the  danger  of  peritonitis  is 
past.  When,  however,  in  conjunction  with  these  localized  contusions  there  is 
evidence  of  incipient  gangrenous  changes  in  the  entire  loop,  free  resection  is  ca- 
lled for. 


PART  VI 

PRIMARY  RESECTION  AND  RE-ESTABLISHMENT  OF  INTESTINAL 
CANAL  IN  GANGRENOUS  HERNIA 

The  successful  resection  of  diseased  intestine  and  the  jointing  of  the  divided 
ends  certainly  constitutes  one  of  the  very  greatest  triumphs  of  operative  surgery. 

Theoretically  viewed  it  appears  like  a procedure  impossible  of  accomplish- 
ment. We  know  that  a finger  cleanly  severed  may  sometimes  be  re-implanted;  a 
part  of  the  ear,  the  nose  or  the  integument  may  likewise  be  restored  and  take  on 
vitality.  Homologous  re-implantation  of  various  structures  under  aseptic  precautions, 
is  frequently  resorted  to  with  satisfactory  results.  But  to  resect  part  of  a tubu- 
lar organ  like  the  intestine,  of  so  complex  a structure,  and  to  unite  it  in  such  a 
manner  as  to  ensure  union  and  immediate  recovery  of  function  within  a cavity  so 
exquisitely  sensitive  to  exposure  or  irritation  as  the  peritoneal,  seems  to  border  on 
the  miraculous;  as  Louis  expressed  it,  “a  marvel  of  surgical  art.”  No  wonder  that 
it  was  only  after  the  progress  of  ages  and  the  futile  efforts  of  numerous  investigators, 
that  in  our  time  with  the  aid  of  modern  discoveries,  intestinal  jointing  has  come  to 
be  regarded  as  a legitimate  and  a life-saving  operation.  In  gangrenous  hernia  it  is 
only  within  the  last  ten  years  that  enterectomy  has  generally  been  resorted  to  as  a 
procedure  at  all  warranted.  It  is  only  about  twenty  five  years  since  its  great  value 
here  was  first  forcibly  impressed  on  the  profession. 

The  underlying  principle  of  intestinal  anastomosis  or  jointing,  is  embodied 
in  the  discovery  announced  by  Lambert,  the  sero-serous  fusion  of  the  intestinal 
walls;  although  the  mode  of  introducing  the  suture  in  such  a manner  that  only 
the  serous  and  muscular  layers  be  included  experiment  and  experience  have  proven 
of  no  essential  consequence,  as  two  of  the  latest  and  most  effective  modes  of  secur- 
ing junction  entirely  ignore  it — Murphy’s  and  Connell’s. 
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In  gangrenous  hernia  calling  for  exclusion  or  the  separation  of  the  diseased 
from  the  healthy,  immediate  resection  and  jointing  has  the  sanction  of  the  major- 
ity of  surgeons;  want  of  accord  is  only  noted  in  technique. 

It  is  well,  however,  to  observe  that  in  the  near  past  many  were  hostile  to 
primary  resection.  Deaver,  of  Philadelphia,  e.  g.,  states  it  as  his  belief  that,  “anas- 
tomotic operations  are  of  value  in  but  a few  cases  of  strangulated  hernia,  ..  in  hernia 
the  condition  of  the  patient  does  not  warrant  the  procedure  of  anastomosis,  and 
under  the  most  favorable  circumstances,  the  operation  is  anything  but  favorable.’’ 
He  had  tried  it  more  as  an  experiment  and  lost  all  his  patients.  Resection  and  an 
anastomosis  should  not  be  experimental  affairs  any  more  than  the  performance  of 
an  appendectomy,  but  should  be  governed  by  well  established  surgical  principles; 
performed  on  patients  in  extremis  it  is  a barbarity.  Jaboulay  here  pronounces 
“resection  of  the  intestine  as  a difficult  and  grave  procedure.”  Mr.  F.  Treves  says 
that  “in  cases  in  which  gangrene  exists  experience  is  against  any  attempt  to  unite 
the  divided  ends  of  the  bowel  immediately  after  the  necrosed  portion  is  excised. 
Such  measures  have  been  carried  out  with  sucess  in  a few  recorded  cases,  but  it  is 
a very  hazardous  procedure  and  neither  the  state  of  the  patient  nor  the  intestine 
will  usually  sanction  the  somewhat  elaborate  and  possibly  protracted  operation.” 
Mr.  Treves  is  certainly  in  error  when  he  speaks  of  “a  few  recorded  cases”  succeed- 
ing, as  these  are  now  comparatively  numerous,  in  fact  of  such  frequent  occurrence 
that  many  of  them  are  not  reported. 

With  the  proper  preparation  the  procedure  is  not  at  all  perilous  nor  does  it 
involve  fresh  risks.  The  only  serious  drawback  is  the  frequent  exhausted  state  of 
the  patient  to  such  a degree  as  to  justify  no  description  of  radical  surgery. 

STATISTICS  FROM  VARIOUS  AUTHORS 


Within  the  past  ten  years  there  have  appeared  extensive  statistical  tables  on  the 
subject  of  the  relative  value  of  resection  of  the  intestine  for  various  pathological 
conditions.  The  first  in  this  country,  as  it  applied  to  gangrenous  hemiaby  Dr.  A. 
J.  McCosh,  1889,  the  latest  in  the  recent  valuable  contribution  of  Dr.  Gibson.  The 
latter  collected  226  cases  of  primary  enterorrhaphy  with  58  deaths,  mortality  26%. 
Croft,  in  1894,  recorded  18  treated  by  artificial  anus;  all  died.  Kendall  Franks  the 
years  before  reported  220  cases  gathered  from  various  sources  of  primary  resection 
of  which  Croft  declares  but  very  few  belonged  to  English  surgeons.  Segond,  in 
1894,  published  details  of  three  cases  of  primary  resection  under  his  own  care.  All 
died.  Up  to  1883  Reichel  could  find  but  56  recorded  cases  of  primary  resection;  29 
deaths;  51.44%  mortality.  Carson,  from  this  date  to  1887,  added  21  more,  8 died, 
13  recovered,  one  with  artificial  anus  or  large* fistula.  Czerny  and  Hahn,  in  1898, 
set  the  mortality  at  47%,  Mickulicz  33%,  Barchard  36%.  McCosh,  in  1889,  collect- 
ed 113  cases  of  primary  resection  in  gangrenous  hernia  which  gave  a mortality  of 
50%;.  Five  years  later  the  same  author  recorded  three  more  of  the  same  class,  all 
recovering,  in  his  own  service.  Ziedler  gives  the  mortality  as  49%  from  primary 
resection  and  74%.  from  artificial  anus. 

Frank;  mortality.  48%  primary  resection,  80%  artificial  anus. 

Madyl,  — 22%0  — — — 

Wallace,  — 25%  — — 90%  — 

Serre  in  October  1893,  reported  37  cases  of  resection  in  hernia;  9 complete 

cures;  cured  after  fistula,  8;  artificial  anus  left  in  one;  there  were  18  deaths. 
Madelung,  44  cases  resection  in  hernia,  23  recovered,  53%;..  22  cases  of  artificial 
anus  later  closed  by  suture,  there  were  8 deaths,  36%.  Dr.  Bovis  recorded  17  cases 
of  resection  and  anastomosis  for  same  condition  before  1889;  10  deaths,  59%;  since 
’89-’91,  51  cases,  19  deaths,  37%. 
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Poulsen, 

Chopart, 


39  cases  resection  and  anastomosis,  15  deaths,  38% 
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28  artificial  anus, 
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67  primary  jointing, 
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Recovered  86% 
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Bull,  de  l’Acad.  de  Med.  Belg. 

Nov. 

1899 

A.  J.  Me  Cosh  (3) 

1897 

3 cases,  2 F 

25-43-66 

p 

— — — 

— 

Annals  of  Surgery 

1897 

H.  Page 

1994 

F 

? 

Crural 



Death 

London  Lancet,  p.  901,  Yol.  I. 

1994  i 

Schlange 

1893 

F 

45 

Inguinal 

— — — 

Recovery 

! Schlange 

— * 

M 

50 

Umbilical 

— — — 

— 

Klin.  Chir.,  p.  674. 

1893 

Sachs 

— - 

F 

64 

Crural 

— — — 

— 

Arch,  fur  K.  Chir. 

1894 

Hengeler 

— 

F 

? 

— 

— — — 

— 

.f—  — — 

— ; 

Nammack  

— 

F 

38 

— 



— 

* — — — 

- ; 

A.  Lane 

F 

39 

Inguinal 

Senn-plates 

— 

Tr.  Med.  Chir.  Soc.  Edin. 

Laks 

1891 

? 

? 

— 

End-to-end  suture 

• — 

Cent,  fur  Chir.,  No.  41. 

1891  i 

1 Southam  (3) 



F 

? 

— 

— — _ 

Death 

London  Lancet,  Vol.  II. 

_ 

F 

? 

? 

Umbilical 

~ ~ ~ 

Lockwood 

_ 

M 

17 





Recovery 

Med.  Chir.  Trans.,  Vol.  XIV. 

_ 

Doyot  (2) 

1895 

F 

43 

Inguinal 

— — . — 

— 

Arch.  Prov.  de  Chir. 

1895  j 

F 

41 

Clural 

— — — 

— 

— — — 

— 

Haabs 

1892 

F 

47 

— 

— — 

Death 

_ — — 

— 1 

Duchamps 

1893 

M 

52 

— 

— — — 

— 

— — — 

— 

C.  P.  Thomas 

1900 

F 

42 

Inguinal 

Murphy  button 

Recovery 

Gaz.  Heb.  — 12 

1893 

B.  M.  Ricketts 

1900 

M 

30 

Ing.  strang. 

— — 

Death 

Am.  Journ.  Gynec.  and  Surg. 

Dec. 

1900 

C.  E. Brewer  

1899 

M 

p 

Inguinal 

— — 

Recovery 

Cincinnati  Lancet  Clinic. 

— 

Newboldt  (2) 

1900 

F 

70 

— 

— — 

— 

Medical  Record,  p.  58 

— 

M 

41 

Crural 

— — 

— 

— — 

— 

R.  W.  Murray ... 

1900 

M 

p 

— 

End-to-end  suture 

— 

London  Lancet. 

Nov. 

— 

Ternier  

1898 

F 

60 

? 

— — _ 

— 

Gaz.  Med.,  Juin. 

1893 

Herman 

1898 

F 

75 

Umbilical 

Trough  and  trough  sut 

— 

— — — 

— 

Kendall  Franks 

1895 

F 

30 

Crural 

End-to-end  suture 

— 

Medico  Chir.  Trans. 

1895 

Patry  

— 

M 

80 

Umbilical 

— — — 

— 

Rev.  de  la  Suisse,  45. 

— 

Groos 

— 

M 

20 

Inguinal 

— — _ 

Death 

Gaz.  des  Hop  , Paris,  212. 

— 

Gay  (2) 

1892 

F 

60 

— • 

— — — 

Recovery 

Boston  M.  & S.  Journal,  p.  207. 

1892 

F 

55 

Umbilical 

— . — — 

— 

— — — — 

— 

Richardson  

1892 

M 

22 

Crural 

_ 

_ — _ _ 

— 

Colley,  D 

1891 

M 

40 

Inguinal 

Fistula  followed 

— 

Lancet,  p.  988. 

1891 

Delbet 

1892 

M 

40 

— 

End-to-end  suture 

Recovery 

LaScien.  Med.,  Mai. 

1892 

Watkins  (3) 

1894 

M 

19 

— 

— — — 

Death 

N.  A.  Med.  Journal,  p.  643. 

1894 

M 

p 

26 

? 

p 

p 

~ — — 

Recovery 

— — 

— 

Rydgier  [4] 

1894 

? 

2 deaths 

Wiener  Woch.,  p.  920. 

_ 

1 Estes.  W.  L 

1897 

M 

65 

Inguinal 

— — — 

Recovery 

Lehigh  Valley  Med,  Mag. 

1897 

Abbe,  N 

1895 

M 

40 

— 

— — 

Death 

Annals  of  Surgery,  p.  515 

1895 

Elefleiades  

1896 

F 

65 

Crural 

— — — 

Recovery 

Gaz.  Med.,  p.  95. 

1896 

Davis  T 

1897 

M 

36 

Inguinal 

Lateral  anastomosis 

Death 

Journal  Am.  Med.  Ass’n.,  p.  397. 

1892 

Rudolff  

1892 

F 

38 

End-to-end  suture 

Recovery 

Med.  Wohn.  St.  Petersburg. 

— 

Rausahoff  

— 

F 

56 

_ 



— 

Annals  of  Surgery,  p.  340. 

1895 

Paoli 

— 

M 

50 

Crural 





Bull,  della  Acad.  M.,  Roma. 

— 

! Graff  [2] 

— 

F 

58 

— 

Senn  plate 

— 

N.  W.  Lancet,  p.  131. 

1892 

F 

40 

— 

Lateral  anastomosis 

— 

— — 

— 

Ramdon  (2) 

1898 

M 

M 

38 

*30 

Inguinal 

Murphy  button 

Recovered 

Liverpool  Med.  Chir.  Journal. 

1898 

! Felicia 

_ 

M 

or» 

65 

z 

End-to-end  suture 

z 

La  Riforma  Medica. 

— 

Benneke  

1897 

M 

? 





Death 

Le  Alinée  Chir. 

— 

Alberti  (4) 

i 

p 

— — — 

3 Recrv.  1 death 

— — 

- 

MORE 

I 

AUTHOR 

YEAR 

SEX 

AGE 

HERNIA 

OF  JOINTING 

RESULT  | 

literature 

DATE  | 

1898 

M 

47 

Umbilical 

End-to-end  suture 

Recovery  ¡ 

Riforma  Medical. 

1898 

1899 

? 

i 

Revue  de  Chir. 

1899  ! 

1896 

M 

27 

Inguinal 

Lateral  anastomosis 

[1]  Annals  of  Surgery. 

1897 

1901 

M 

29 

— 

Connell  Suture 

1892 

1892 

F 

51 

Umbilical 

— — 

— 

Sperimentale  Firenze. 

1891 

1891 

M 

46 

Iguinal 

End-to-end  suture 

Death 

Texas  Med.  Journal. 

1894 

Walker  H 0 

1894 

F 

50 

Crural 

— — — 

Recovery 

Med.  Record,  p.  661. 

1894 

F 

39 

? 

— — _ 

Death 

Bull,  et  Mem.  delaSoc.  de  Cihr. 

F 

60 

? 

— — — 

— 

— — — — 

M 

40 

? 

— — _ 

— 

Medical  Record,  p.  416. 

1893 

Beck  Carl  (2) 

1892 

F 

57 

Umbilical 

— — — 

Recovery 

— — 

— 

M 

45 

Inguinal 

— — — 

— 

Journ.  Am.  Med.  Ass’n. 

1898 

? 

? 

? 

Murphy  button 
End-to-end  suture 

— 

— — — — 

1893 

F 

57 

Umbilical 

— 

Memphis  Med. 

1896 

M 

50 

Inguinal 

_ — 

— 

London  Lancet. 

Jan 

1893 

Graff,  W.  W 



M 

47 

Crural 

Senn  plate 
End-to-end  suture 

Death 

Revue  de  Chir. 

1896 

Jabouloy  

1895 

? 

? 

Inguinal 

Recovery 

— _ 

1895 

Jouillard  (2) 

M 

56 

_ _ 

— 

— — 

— 

M 

62 

— 

_ — — 

— 

Tr.  Ass’n.  Francais  de  Chir. 

— 

Villiard  (4) 



4 F 

56-50-42-66 ¡ 

Crural 

Ilio-colic,M.  B.  3,  sut 

— 

Journ.  Am.  Med.  Ass’n.,  Nov.  3. 

1900 

Martin,  F.  H 

1900 

F 

40 

Intest,  obstruction 

Connell  suture 

— 

— — — 

1898 

Fowler 

1898 

F 

? 

Umbilical 

Murphy  button 

— 

— _ — 

— 

Me  Guire 

F 

? 





Personal  communication. 

— 

Coley 

1897 

F 

50 

Inguinal 

End-to-end  sutures 

Death 

Annals  of  Surgery. 

1893 

Mever 

1893 

F 

68 

Recovery 

Personal  communication. 

1897 

Morris,  R 

1897 

M 

70 



Murphy  button 
End-to-end  suture 



Rev.  Med.  de  la  S.  Rom. 

1898 

Lavoise  

1898 

F 

49 

Crural 





— 

Merchand  (2) 

M 

35 

Inguinal 
2 Crural 



Brit.  Med  Journ.,  Vol.  I.  p,  72. 

1897 

Montgomery  (2) 

1897 

2 F 

29-35 





1899 

Williamson 

1899 

F 

62 

Umbilical 

Murphy  button 
End-to  end— suture 



Barker  

F 

46 

Crural 



M 

20 

Inguinal 

Through  & through  sutur. 

— 

June 

Bid  well 

1900 

F 

60 



Lateral  anastomosis 



London  Lancet,  II.,  1200. 

1900 

Combermale 

F 

40 

Crural 

End-to-end  suture 



La  Nord-Medicale,  15  kn. 

— 

Kaijar  (3) 

1898 

? 

? 

? 



Hygiea,  Stockholm,  p.  159. 
London  Lancet,  May  11. 
Memphis  Med.  Die. 
Glasgow^  Med.  Die. 

Trans.  Mo.  Med.  Ass’n. 

1898 

Spencer  

1895 

F 

77 

Crural 

Murphy  button 

Death 

1895 

Neely 

1900 

M 

19 

Inguinal 

Crural 

Inguinal 

Crural 

Inguinal 

Crural 

Recovery 

1900 

Newman 

1495 

F 

44 

45 

End-to-end  suture 

1895 

Dalton,  H.  C 

1897 

M 



1887 

Douglas 

1896 

M 

55 

Murphy  button 



Brit-  Med.  Journ.,  p.  526. 
Journ.  Am.  Med.  Ass’n. 
Cent,  fur  Chir.,  p.  195. 

1896 

Ashurst 

1897 

M 

? 

Death 

1897 

Sampter 

1895 

F 

45 

End-to-end  suture 

Recovery 

1895 

RESULT 

LITERATURE 

DATE 

Recovery 

Riforma  Medical. 

1898 

r> 

Revue  de  Chir. 

1899 

— 

[1]  Annals  of  Surgery. 

1897 

Sperimentale  Firenze. 

1892 

1891 

Death 

Texas  Med.  Journal. 

1894 

Recovery 

Med.  Record,  p.  661. 

— 

Death 

Bull,  et  Mem.  delaSoc.  de  Cihr. 

— 

Medical  Record,  p.  416. 

1893 

Recovery 

— — 

— 

— 

Journ.  Am.  Med.  Ass’n. 

1898 



Memphis  Med. 

1896  ¡ 

— 

London  Lancet. 

1893  | 

Death 

Revue  de  Chir. 

Jan 

1896  | 

Recovery 

— — 

1895 

— 

Tr.  Ass’n.  Francais  de  Chir. 



— 

Journ.  Am.  Med.  Ass’n.,  Nov.  3. 

1900 

— 

— — — 

1898 

— 



— 

— 

Personal  communication. 

— 

Death 

Annals  of  Surgery. 

1893 

Recovery 

Personal  communication. 

1897 

— 

Rev.  Med.  de  la  S.  Rom. 

1898 

— 

— 

— 

— 

Brit.  Med  Journ.,  Vol.  I.  p,  72. 

1897 

— 

1899  | 

i 

— 

London  Lancet,  II.,  1200. 

June 

1900 

— 

La  Nord-Medicale,  15  kn. 

— | 

— 

Hygiea,  Stockholm,  p.  159. 

1898  ¡ 

Death 

London  Lancet,  May  11. 

1895  i 

Recovery 

Memphis  Med.  Die. 

1900 

— 

Glasgow  Med.  Die. 

1895 

— 

Trans.  Mo.  Med.  Ass’n. 

1887  1 

— 

Brit.  Med.  Journ.,  p.  526. 

1896  | 

Death 

Journ.  Am.  Med.  Ass’n. 

1897  I 

Recovery 

Cent,  fur  Chir.,  p.  195. 

1895 

Lockwood’s  statistics  show  88%  mortality  for  artificial  anus.  In  1894,  com- 
bined statistics  of  Czerny,  Reidel,  Koclier,  Hagedorn  and  Ilalin,  64  cases  of  primary 
resection,  32  deaths,  50%.  Barettes’  statistics,  49  cases  primary  resection,  23 
deaths,  47%. 

Gibson  sets  down  failure  of  technique  as  responsible  for  13%  of  deaths  after 
resection. 

My  own  experimental  work  wherein  I was  able  to  verify  the  cause  of  death 
by  autopsy  in  every  instance  proved  conclusively  that  faulty  technique  was  always 
responsible  the  fatal  ending.  This  has  been  well  borne  out  too  in  my  first  cases 
of  resection  in  the  human  being  and  my  later  cases  which  survived. 

Recorded  statistics  conclusively  prove  that  the  operation  of  primary  resect- 
ion with  is  larger  application  has  a steadily  reduced  mortality,  in  general,  much 
less  than  the  production  of  an  artificial  anus,  although  it  is  well  to  remember  that 
an  enterostomy  of  late  years  is  only  resorted  to  in  very  desperate  cases;  those  in 
which,  as  Moyenhan  well  observes,  “resection  of  the  loop  and  suture  of  the  ends 
is  most  satisfactory,  but  there  are  not  a few  patients  in  whom  such  a course  would 
be  wholly  unjustifiable.” 

These  statistics  include  96  cases  several  with  incomplete  data.  There  were 
68  recoveries,  21  deaths,  in  7 result  no  stated-mortality  general,  30.88. 

Mortality  in  end-to-end  enterorrhaphy  by  suture — 57  cases;  14  deaths,  25.25. 
Murphy  button,  16  cases,  3 deaths,  20.20. 

Senn  plate  5 1 20. 

Connell  suture  4 0 

T elve  cases  of  mixed  methods  treated.  There  were  45  females,  32  males, 
in  19  sex  not  stated. 

The  Senn  plate  wras  first  described  in  1889.  It  was  soon  discarded  as  un- 
satisfactory in  gangrenous  hernia.  Murphy  published  the  description  of  his  metallic 
double  disc  in  1894.  It  has  proved  unrivalled  as  a means  of  jointing  for  various 
pathological  states  of  the  intestine,  but  after  resection  for  gangrenous  hernia  it  has 
been  largely  set  aside  as  inferior  to  the  suture,  the  Connell  mode  of  adjustment 
having  the  preference  with  those  who  are  familiar  with  its  technique. 

TEMPORARY  EVISCERATION  WITH  LATERAL  ANASTOMOSIS 
IN  SITU,  IN  GANGRENOUS  HERNIA 

In  certain  cases  of  gangrenous  hernia  rather  than  form  an  artificial  anus  or 
do  a resection,  some  authors  have  recommended  the  withdrawal  of  the  suspected 
loop  after  relieving  the  constriction,  imbedding  it  in  warm,  aseptic  dressings  and 
delay  for  24  hours  or  more,  in  order  to  determine  if  the  death  of  the  part  is  com- 
plete, or  to  what  limit  it  may  have  extended.  Although  this  procedure  has  been 
suggested  I am  unable  to  find  any  recorded  cases  wherein  it  has  succeeded,  nor 
does  it  appear  to  be  a means  that  is  without  serious  drawbacks.  A strangulated 
loop  at  all  approaching  the  mortified  condition  is  in  a paralyzed,  crippled  state, 
outside  the  abdomen  the  mesentery  is  placed  in  a condition  of  tension  with  a lan- 
guid circulation.  The  endothelial  investment  of  the  intestine  is  endowed  with  a 
most  exquisite  sensibility  to  irritation;  hence,  on  exposure,  it  quickly  presents 
evidences  of  inflammatory  changes,  loses  its  gloss  and  becomes  granular.  Therefore 
even  though  the  intestine  were  found  to  have  preserved  its  full  vitality,  its  return 
to  the  cavity  of  the  peritoneum  after  an  abode  of  24-48  hours  outside  of  it,  would 
be  quite  certain  to  involve  free  adhesions  and  more  peril  than  had  it  been  reduced 
in  the  first  place. 

The  loss  of  the  serous  tunic  in  the  repair  and  reduction  of  a healthy  intestine, 
the  former  seat  of  an  artificial  outlet,  is  without  doubt,  a more  serious  impedi- 
ment to  union  and  restored  function  than  the  temporary  spur  formed;  and  reason- 
ing from  an  analogy  we  must  anticipate  the  same  difficulties  from  temporary 
evisceration  in  gangrenous  hernia. 

The  procedure  of  Helferich , of  anastomosing  the  healthy  intestine  on  either 
side  above  the  gangrenous  loop,  the  latter  to  remain  in  the  wound  until  the  patient 
has  fully  reacted;  when  it  is  resected  has  nothing  to  recommend  it.  It  has  all  the 
objections  of  temporary  evisceration;  it  is  a more  serious  procedure  than  the  for- 


mation  of  an  artificial  anus  without  its  advantages.  The  temporary  anastomosis 
will  occupy  quite  as  much  time  as  to  effect  a clean  resection  jointing  and  reduct- 
ion; and  in  any  event  involves  later,  another  difficult  and  dangerous  operation.  It 
is  at  the  present  time,  quite  generally  discarded. 

SECONDARY  RESECTION 

Fecal  fistula,  artificial  anus  and  physiological  exclusion  with  lateral  joint- 
ing in  gangrenous  hernia,  all  call  for  consecutive  intestinal  resection,  after  the 
patient  has  recovered  from  its  immediate  dangers.  At  this  stage  one  would  expect 
that  there  should  be  a low  mortality,  but  in  resection  and  jointing,  as  has  been 
seen,  the  latest  writer  on  the  subject,  Gibson,  has  rated  it  the  same  as  primary 
resection.  Reichel  places  its  mortality  as  37.8.  Hartzburg,  27,  and  Makins,  28.4. 
Lockwood  very  pertinently  observes  that  we  must  bear  in  mind  that  those  on 
whom  secondary  suture  is  performed  are  the  rare  survivors  of  a most  fatal  class  of 
cases;  moreover,  the  successful  cases  recorded  are  of  fecal  fistula  rather  than  gan- 
grenous hernia. 

Newman  believed  that  secondary  resection  was  less  mortal,  but  noted  that 
this  was  only  resorted  to  in  those  who  had  survived  a most  dangerous  disease. 
Richter,  in  1788,  first  successfully  resected  the  bowel  secondarily  for  gangrenous 
hernia.  Seventy-five  years  later,  in  1863,  Kinloch,  of  South  Carolina,  U.  S.,  per- 
formed successfully  the  first  secondary  resection  of  the  bowel  in  America.  It  was 
not  for  hernia,  however,  but  a gunshot  wound,  and  it  appears  too,  that  a small 
fecal  fistula  remained  for  sometime  after  the  bowel  was  resected. 

Bouilly  and  Assaky  up  to  1883,  could  find  on  record  but  27  operations  for 
the  closure  of  artificial  anus;  26  after  gangrenous  hernia;  17  were  successful. 

In  1881,  Rydgier  reported  18  cases;  in  1882,  Madelung  22,  from  various 
sources,  the  same  ratio  of  recoveries  noted  as  by  Bouilly. 

In  order  to  ensure  the  best  results  after  secondary  resection,  the  patient 
should  be  in  a state  to  promptly  recuperate  from  the  shock  of  the  operation;  as 
* little  blood  as  possible  should  be  wasted.  A free  resection  should  be  made  widely 
from  parts  the  seat  of  pathological  changes.  This  favors  early  union  and  an  escape 
from  the  dangers  of  necrosis  at  the  site  of  suture. 

PART  VII 

ON  THE  MODE  OF  JOINTING  THE  DIVIDED  ENDS  OF  THE  INTESTINE 
AFTER  RESECTION  OF  A GANGRENOUS  LOOP 

Up  to  the  time  of  the  report  of  my  own  case-of  resection  of  a gangrenous 
loop — 30  inches  long — after  strangulation,  my  patient  making  a prompt  recovery, 
I can  find  no  case  on  record  in  which  any  other  procedure  was  adopted  to  unite 
the  divided  intestine  and  re-establish  the  alimentary  canal,  than  by  invagination, 
or  end-to-end  junction,  in  gangrenous  hernia. 

The  end-to-end  mode  of  junction  appealed  to  surgeons  as  the  most  rational 
because  it  restored  the  direct  continuity  of  the  canal.  Mr.  Thomas  Bryant,  in  writ- 
ing on  the  technique  of  end-to-end  enterorrliaphy,  and  the  obstacles  in  the  way, 
said  he  could  not  conceive  anything  more  difficult  than  to  unite  the  separate 
segments  of  the  bowel,  one  infiltrated  and  distended  and  the  other  patulous  and 
collapsed. 

In  invagination,  the  various  mechanical  appliances  and  sutures  have,  scarce- 
ly without  exception,  in  intestinal  resection  for  mortified  hernia,  been  utilized  in 
effecting  end-to-end  union.  But  its  range  of  applicability  was  found  limited  until 
Murphy’s  button  was  invented  in  1894.  This  contrivance  enormously  simplified 
end-to-end  junction  and  greatly  reduced  its  mortality  from  leakage  at  the  mesen- 
teric border. 

Dr.  William  Evans,  of  Chicago,  in  a recent  study  of  the  question  of  stenotic 
contraction  after  union  or  circular  enterorrliaphy,  denies  that  stricture  ever  follows 
the  line  of  junction.  Stricture  of  a tubular  passage  only  occurs  in  a permanent 


form  after  an  extensive  loss  of  mucous  membrane,  something  entirely  absent  on 
reconstructed  intestine. 

Lateral  anastomosis  as  a substitute  for  end-to-end  enterorrhapliy,  after  in- 
testinal resection,  was  first  brought  to  the  notice  of  the  profession  by  Dr.  M.  E. 
Connell,  another  Chicago  surgeon,  the  pioneer  in  experimental  intestinal  surgery 
in  America.  At  the  time  when  he  published  a description  of  the  suture  which  bears 
his  name,  he  called  attention  to  the  greater  safety  and  security  of  lateral  anasto- 
mosis as  contrasted  with  end-to-end  jointing.  He  claimed  for  it  an  escape  from 
the  dangers  of  leakage  at  the  mesenteric  border,  in  the  facility  of  execution  with 
intestines  not  corresponding  in  calibre,  and  finally  the  prompt  and  full  restoration 
of  function  after  this  mode  of  jointing.  But  his  deductions  were  based,  like  Lambert’s 
original,  entirely  on  experimental  research  and  on  theoretical  grounds,  this 
substitute  for  jointing  together  with  his  new  suture  were  rejected  for  a time  by 
the  profession. 

From  a speculative  standpoint,  there  stood  out  three  glaring  objections  to 
lateral  jointing.  The  first  was  that  it  entailed  the  closure  of  four  openings  instead 
of  two;  second,  it  left  two  blind  pouches,  or  diverticula;  third,  it  forced  a deflection 
of  the  course  of  the  fecal  current  from  one  loop  of  intestine  into  another.  It 
would  certainly  seem  to  involve  a positive  disturbance  in  the  physiology  of  diges- 
tion. But,  practically,  we  find  nothing  farther  from  the  fact.  In  my  first  case  with 
a large  resection — lateral  anastomosis  near  the  distal  end  of  the  ileum — my  patient, 
now  four  years  since  the  operation,  has  gained  thirthy  pounds  in  weight  and  has 
perfect  digestion.  In  my  second  case  the  ileum  was  divided  close  to  the  distal  end 
and  was  laterally  implanted  on  the  caecal  wall — ileo-caecal  anastomosis-lateral.  In 
two  months  my  man  weighed  fifteen  pounds  more  than  before  the  operation,  and, 
notwithstanding  the  functionless  state  of  the  lieo-caecal  valve,  he  has  vigorous 
digestion. 

Bidwell,  in  recording  his  experience  in  resection  for  gangrenous  hernia, 
expresses  his  belief  that  lateral  anastomosis  is  much  safer  than  end-to-end. 

Mr.  Creig  Smith  did  not  favor  lateral  anastomosis,  he  alleged — “as  there  is 
as  much  time  consumed  in  closing  the  two  ends  as  is  necessary  to  make  a circular 
enterorrhaphy”.  As  far  as  function  was  concerned,  he  regarded  it  of  little  import- 
ance as  to  the  axes  of  the  bowels,  whether  they  were  jointed  end-to-end  or  lateral- 
ly, the  question  being  quite  wholly  a practical  one. 

In  1889,  Jessett  laterally  anastomosed  the  divided  ileum  with  the  caecum, 
after  the  excision  of  a new  growth,  the  patient  sinking  on  the  14th  day.  There 
are  several  cases  scattered  through  surgical  literature  of  successful  lateral  anas- 
tomosis after  resections  for  neoplasms;  while  for  unilateral  exclusion  or  mechan- 
ical obstruction  no  operation  on  the  intestinal  canal  is  more  common  or  more 
effective. 

In  a recent  valuable  contribution  by  MM.  Terrier  and  Gosset,  it  is  maintain- 
ed that  in  bilateral  exclusion  of  the  bowel  with  resection  of  the  intestine  for 
gangrenous  hernia,  end-to-end  junction  with  Murphy’s  button  is  a great  saver  of 
time;  but  that  in  the  re-establisliment  of  the  Tract  us  intestinalis,  lateral  entero- 
anastomosis  may  be  performed  with  great  facility  and  its  functional  results  are 
perfect.  Reichel  has  demonstrated  that  here  the  diverticula  at  the  ends,  atrophy 
and  contract.  Von  Frey  by  a series  of  experiments  on  animals,  pointed  out  that 
after  six  months  in  lateral  anastomosis,  the  intestinal  current  assumes  a perfectly 
straight  direction.  This  view  is  supported  by  Von  Haecker  who  found  that  the 
closed  ends  have  so  apposed  that  the  afferent  coil  will  continue  in  the  direction  of 
the  efferent.  Gibson  remarks  that  some  resort  to  this  means  to  do  away  with  the 
danger  of  necrosis  of  the  suture  line  as  well  as  to  effect  perfect  union  when  dealing 
with  segments  of  uneven  calibre. 

THE  SPECIAL  ADVANTAGES  OF  LATERAL  ANASTOMOSIS 
IN  CASES  OF  GANGRENOUS  HERNIA, 

Are:  First  and  greatest,  it  obviates  that  lurking  danger,  always  present  in  end- 
to-end  circular  enterorrhaphy;  viz;  consecutive  leakage  at  the  dead  space  in  the 
mesenteric  border. 
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Secondly,  it  ensures  the  jointing  of  the  segment  of  the  intestine  in  full 
vascular  activity. 

Thirdly,  it  permits  of  the  greatest  rapidity  and  facility  of  execution. 

Fourthly,  it  completely  obviates  the  possibility  of  ultimate  annular  stenosis 
or  a contractured  narrowing  of  the  aperture. 

In  my  own  experience  with  this  mode  of  jointing  after  resection,  based  on 
an  extended  series  of  experiments  on  the  lower  animals,  and  in  two  aggravated 
cases  of  gangrenous  hernia  employed  after  the  method  of  Connell,  induces  me  to 
recommend  it  in  all  cases  as  simpler,  safer  and  more  effective  than  end-to-end 
union  by  any  of  the  numerous  devices  now  employed. 

ON  THE  TECHNIQUE  EMPLOYED  IN  UNITING  THE  DIVIDED 
OR  EXCUUDED  INTESTINE 

The  elements  which  are  essential  to  success  in  intestinal  resection  in  gangren- 
ous hernia,  besides  asepsis  and  proper  preparation,  are: 

1 . Those  means  wThich  effectively  restore  the  continuity  of  the  intestine  and 
and  securely  wall  off  the  intestinal  from  the  peritoneal  cavity. 

2.  The  economy  of  time. 

3.  The  fullest  possible  circulation  to  the  traumatized  parts. 

The  law  of  Lambert.  The  principle  laid  down  by  Lambert,  that  in  order  to 
secure  the  firmest  possible  adhesions  between  the  divided  intestine,  it  is  only 
necessary  to  appose  their  serous  surfaces,  remains  unassailable;  but  he  certainly 
was  in  error  when  he  taught  that  in  the  introduction  of  the  suture  danger  was 
invited  if  we  carried  the  suture  through  all  the  coats  of  the  intestine.  In  fact,  the 
modern  stupendous  advances  in  intestinal  surgery  only  begun  when  this  precept 
was  cast  aside.  Senn’s  celebrated  essay  in  1889,  marked  the  beginning  of  the  new 
epoch.  The  adjustment  of  his  decalcified  bone  plate  required  the  suture  to  pass 
through  all  the  coats  of  the  gut. 

In  the  preliminary  purse-string  suture,  in  the  Murphy  button  operation,  it 
is  a matter  of  no  importance  whether  the  needle  pass  through  all  the  coats  of  the 
intestine  or  not.  In  Connell’s  suture  the  needle  passes  in  and  out  through  all  the 
coats.  The  mythical  objection,  that  a through  and  through  suture  necessarily 
involves  a fistulous  passage  from  the  mucosum  out,  has  absolutely  nothing  to 
support  it.  The  fatal  defect  in  intestinal  jointing  before  Senn’s  plates  were  invented, 
was  the  peristaltic  movement  of  the  intestine  begun  before  the  sero-plastic  was 
sufficiently  organized  to  hold  the  ends  of  the  bowel  in  position;  and  the  sutures 
being  numerously  applied,  they  superficially  reduced  the  vitality  of  the  parts, 
readily  tore  out  and  permitted  of  a fatal  extravasation.  Senn’s  plates  impressed 
one  as  large  and  clumsy  but  they  were  strong  and  resistant,  however  their 
introduction  required  special  skill  they  were  not  time-savers  and  they  were  a 
foreign  body;  nevertheless  they  were  a distinct  gain  over  any  means  in  use  before 
their  time,  because  they  maintained  a firm  grip  on  the  ends  of  the  gut  and  held  it 
in  position  until  union  was  secure. 

Various  devices  were  invented  after  the  Senn  plates,  but  none  of  them  possess 
any  especial  advantage  over  them  until  Murphy  perfected  [his  wonderful  in- 
vention, a double  disc  which  not  only  holds  the  ends  of  the  intestine  securely 
compressed  against  each  other,  but  at  the  same  time  affords  a continuous  lumen, 
take  a bite  out  of  each  end  of  the  insestine,  finally  the  machine  becoming  detached 
and  thrown  off  by  the  rectum,  when  it  may  be  cleansed  and  immediately  sterilized 
for  another  bout. 

But  perfect  as  this  apparatus  is,  it  has  many  serious  drawbacks;  it  requires 
both  skill  and  tact  to  readily  employ  it  to  advantage.  It  must  be  properly  cons- 
tructed and  of  such  diameters  as  correspond  with  the  lumina  of  the  divided  in- 
testine. The  rim  of  the  button  may  cut  unevenly  or  it  may  become  clogged  with 
feces.  A heavy  button,  segmenting  the  small  intestine,  dropped  into  the  abdomi- 
nal cavity  may  cause  a kinking  of  the  coil  and  thus  induce  obstruction.  Neverthe- 
less, this  apparatus  is  a marvel  of  ingenuity  and  has  done  more  to  advance  the 
surgery  of  the  alimentary  canal  than  all  the  devices  combined  before  it. 

Three  years  ago  Prof.  Senn  informed  me  that  he  had  discarded  all  apparatus 
and  depended  on  the  suture  alone.  Villard  says  that  in  gangrenous  hernia,  an 


anastomotic  button  constructed  on  Murphy’s  model,  should  be  the  method  of 
choice  on  jointing.  Jonathan  Hutchinson,  Jr.  says  on  the  contrary,  he  has  been 
working  on  the  statistics  of  resection  of  the  intestine  for  gangrenous  hernia  and 
had  found  that  when  the  Murphy  button  had  been  used  there  were  only  7%  recover- 
ies, and  40%  when  the  direct  suture  was  employed. 

ON  THE  MODE  OF  SUTURING  AND  SUTURE  MATERIALS 

If  we  discard  anastomotic  apparatus,  what  method  of  suture  must  commend 
itself?  Jaennell  observes  that  “suture  must  fulfil  two  conditions;  it  must  close  the 
wound  in  the  intestine  and  it  must  preserve  sufficient  calibre  of  the  intestine.’’ 
But  it  must  do  very  much  more  than  this;  it  must  hold  the  ends  of  the  intestine 
firmly  together  not  only  until  they  have  adhered  but  until  they  are  soundly  heal- 
ed. The  fatal  error  in  the  past  was  in  assuming  that  after  temporary  adhesions 
were  formed  all  danger  of  subsequent  leakage  was  past.  Stanhope  Bishop  collected 
no  less  than  33  different  modes  of  uniting  the  intestine;  to  this  number,  in  1896, 
the  late  Greig  Smith  added  33  modifications,  or  new  methods.  Next  to  the  Lam- 
bert suture,  the  modification  of  Czerny,  in  the  past,  is  the  best  known,  the  suture 
en  etage , the  two  or  three  row  suture,  the  moco-mucous,  the  muscular  and  the  sero- 
serous.  Its  purpose  was  to  give  greater  firmness  to  the  bond  of  union  and  to  prevent 
leakage;  but  the  multiplicity  of  sutures  defeated  the  object  in  view  in  many  cases. 
The  Czerny-Lambert  suture  involved  a most  trjdng  task;  one  American  surgeon 
who  reported  a successful  result  with  it  says  “it  required  from  three  to  four  hours 
to  complete  the  suture  of  the  intestine.  ’ ’ 

The  multiplicity  of  knots  strangle  the  circulation  and  favor  gangrene.  It 
was  believed,  however,  that  the  homologous  apposition  and  union  separately  of 
the  three  tunics  of  the  divided  intestine  insured  a more  complete  and  stronger 
bond  than  the  simple  adhesion  of  the  serous  surfaces. 

Both  the  Senn  decalcified  bone  plates  and  the  Murphy  button,  the  two  best 
known  mechanical  expedients  in  jointing,  require  the  employment  of  a suture  as 
a preliminary  in  their  adjustment,  both  entail  an  infolding  or  an  inversion  of  the 
divided  ends  of  the  intestine,  their  serous  surfaces  only  coming  into  immediate 
contact  when  the  twin  segments  of  the  apparatus  are  fixed.  Senn’s  discs  in  this 
application  were  the  first  to  involve  a departure  from  the  law  of  Lambert  in  effect- 
ing an  intestinal  anastomosis,  as  a fixation  suture  in  its  insertion  passed  through 
all  the  coats  of  the  intestine.  The  results  following  the  employment  of  Senn’s  pla- 
tes were  highly  unsatisfactory  in  anastomosis  after  resection  in  gangrenous  hernia. 

THE  CONNELL  SUTURE 

Dr.  M.  E.  Connell,  who  was  a collaborator  with  Prof.  Senn,  in  his  early 
experimental  work  on  the  intestines  of  animals  in  Milwaukee,  in  September,  1892, 
published  the  technique  of  a suture  which  he  had  devised,  as  a means  of  jointing 
the  divided  intestine  for  end-to-end  enterorrhapy  or  lateral  anastomosis  when 
required  for  any  condition  whatever.  Like  all  original  investigators,  his  experince 
was  confined  to  animal  experimentation.  In  his  essay  he  limited  its  application  to 
end-to-end  enterorrhaphy,  but  one  of  his  pupils,  a talented  young  physician,  Dr. 
A.  D.  Davidow,  informed  me  that  Connell  subsequently  insisted  that  the  fullest 
measure  of  usefulness  and  security  for  his  suture  was  best  realized  in  the  lateral 
jointing  of  the  intestine  as  his  mode  of  dividing  the  bowel  and  treating  the  mesentery 
were  important  factors  in  success.  Connell  claimed  for  his  suture  that  it  involved 
the  employment  of  no  foreing  body  that  it  could  be  introduced  as  quickly  as  any 
description  of  a disc,  that  its  material — a round  needle  and  a silk  thread — could  be 
found  in  every  household  and  that  used  by  an  experienced  hand  it  is  a simple,  safe 
and  effective  expedient. 

Mr.  Greig  Smith,  in  the  last  edition  of  this  work  published  in  1896,  in  noting 
some  of  the  later  devised  sutures,  mentions  Connell’s,  but  said  as  there  were  no 
recorded  cases  of  its  use,  he  would  not  describe  it.  In  the  autumn  of  the  same 
year,  after  a thorough  testing  of  it  on  the  lower  animals,  with  the  able  assistance 
of  Dr.  Davidow7,  it  was  my  good  fortune  to  employ  this  suture  for  the  first  time  on 
a human  being,  my  patient  being  a young  Chinaman  with  gangrenous  hernia, 


requiring  the  removal  of  30  inches  of  the  intestine;  speedy  recovery  following. 
My  later  case,  in  which  19  inches  of  gut  were  removed,  being  able  to  return  to  his 
position  as  a shipping  clerk  just  six  weeks  from  the  time  of  operation. 

The  suture  of  Connell  embraces  a radical  departure  from  all  others. 

1.  In  resection  of  the  intestine,  lateral  anastomosis  is  preferrred;  this  was 
employed  in  both  of  my  cases. 

2.  It  is  a continuous,  longitudinal  suture,  silk  always  preferred. 

3.  The  suture  passes  through  all  the  coats  of  the  intestine. 

4.  The  suture  is  everywhere  turned  in  except  where  the  knots  are  tied. 

In  gangrenous  hernia  requiring  resection  and  jointing  it  is,  par  excellence, 
an  ideal  method,  in  extra  or  intra-peritoneal  cases. 

No  description  of  apparatus  can  be  applied  with  greater  ease  or  economy  of 
time,  but  there  are  situations  within  the  abdomen  where  the  Murphy  button  may 
be  more  expeditiously  employed. 

Used  in  lateral  anastomosis,  its  greatest  utility  is  realized  through  the 
manner  in  which  the  full  vascular  supply  is  maintained,  the  large  aperture  which  is 
made  and  the  firm  bond  of  union  secured. 

It  is  certainly  my  conviction  that  when  the  technique  of  its  aplication  is 
better  understood,  it  will  be  accepted  by  all  surgeons  as  the  simplest  and  safest  of 
any  suture  yet  devised. 

In  a recent  contribution  on  a valuable  contrivance  for  holding  the  intestine  in 
position  while  doing  an  end-to-end  jointing,  Dr.  H.  Tee,  of  Chicago,  says  that 
he  prefers  the  Connell  suture  above  all  others,  as  when  properly  inserted  it  is 
followed  by  ideal  results. 

SUTURE  MATERIAL 

Suture  material  for  intestinal  work  is  an  important  element  in  technique. 
Two  varieties  of  suture  are  generally  selected;  the  absorbable  and  the  non -absorb- 
able. With  many,  catgut  has  had  the  preference,  because,  when  properly  prepar- 
ed, it  will  maintain  the  divided  parts  in  contact  sufficient  time  to  ensure  union, 
and  later,  undergo  complete  resorption.  But  properly  prepared,  fresh  catgut  is 
not  always  accessible;  some  deny  that  its  complete  sterilization  is  impossible  with- 
out impairment  of  its  integrity.  At  all  events,  it  requires  a spear-pointed  needle 
to  carry  it,  it  entails  an  excess  of  trauma  in  its  introduction,  it  may  often  stretch 
and  slip  at  an  important  period  and  permit  a fatal  leakage  from  the  bowel;  in  a 
word,  in  intestinal  surgery,  it  is  the  general  consensus  of  surgical  opinion  that  it 
is  not  the  most  desirable  material. 

The  silk  suture  possesses  the  most  necessary  qualities  for  an  intestinal  suture. 

1.  It  is  the  strongest  and  most  durable;  these  are  the  primary  essentials.  It 
is  true  that  it  can’t  be  effectively  sterilized,  but  this  is  a consideration  of  secondary 
importance  if  it  count  for  anything  at  all  in  intestinal  jointing,  as  anything  like 
an  aseptic  wound  here  is  a myth,  for  by  the  most  approved  and  effective  methods 
here  employed  the  wide  divided  ends  of  the  intestine  are  left  exposed  to  free 
irrigation  by  stagnant,  decomposed  feces  which  immediately  begins  as  soon  as 
the  continuity  of  the  intestinal  canal  is  re-established  and  the  enteric  contents 
begin  to  move  on. 

2.  We  can  employ  a fairly  fine  silk  suture  which  may  be  introduced  with  a 
round  cambric  needle,  one  which  acts  of  the  principle  of  the  wedge  and  divides 
the  walls  of  the  intestine  without  cutting. 

The  ultimate  course  of  the  silk  suture  after  introduction  is  not  known;  it 
probably  rarely,  if  ever,  is  absorbed;  it  either  becomes  imbedded  in  the  tissues  or 
is  thrown  off  by  the  intestinal  canal.  In  dogs  killed  six  months  after,  the  silk 
suture  was  employed  on  the  intestine,  I have  found  them  buried  under  adhesions, 
entirely  unchanged. 

TAMPONAGE  AND  DRAINAGE 

Everyone  who  has  operated  for  strangulated  hernia  is  aware  that  even  after 
the  constriction  is  removed  and  the  stricture  is  relieved,  the  reduction  of  the 
intestine  is  often  tedious  and  difficult;  after  the  resection  of  a gangrenous  loop  and 
anastomosis  by  an  apparatus  or  the  suture,  the  difficulty  is  greater  yet;  the  mass 
is  bulky  and  awkward  to  manipulate,  a considerable  degree  of  force  must  be 


employed  to  return  the  over-distended  coils,  and  great  caution  is  needful  that  the 
jointing  is  not  disturbed.  Hence  the  reason  why  a large,  free  opening  must  be 
made  up  through  Poupart’s  or  Gimbernat’s  ligament,  that  no  undue  strain  be  put 
on  the  herniated  bowel. 

In  all  these  cases  a tampon  drain  is  necessary.  The  Mickulicz  gauze  or 
cigarette  tampon  is  probably  the  best.  There  is  always  some  gangrenous  oozing 
and  there  may  be  some  leakage.  My  practice  has  been  to  pass  a drain  down  to  the 
site  where  the  intestine  is  joined  and  not  around  the  bond  of  union.  Immediately 
on  the  reduction  of  the  united  loop  temporary  adhesions  wall  it  off  from  the  cavity 
of  the  peritoneum,  but  the  gauze  drain  establishes  and  maintains  a passage  from 
this  now  extraperitoneal  loop,  with  the  exterior  of  the  body.  If  everything  goes 
well  the  tampon  is  not  removed  until  the  second  day.  By  this  time,  intestinal 
paresis  will  have  passed  off,  and  peristalsis  have  begun.  At  this  stage  there  may  be 
a varying  degree  of  leakage.  Gentle  irrigation  is  now  practiced  and  the  wound  is 
again  freshly  tamponed  with  a small  gauze  drain.  In  both  of  my  cases  it  continued 
for  a week,  and  within  three  weeks  the  wounds  had  solidly  closed. 

Ziedler  observes  that  “the  most  frequent  cause  of  death  in  the  cases  of 
gangrenous  hernia  is  leakage  at  the  site  of  suture  with  resulting  peritonitis;  hence 
we  should  always  tampon  so  that  a way  of  scape  is  freely  provided.” 

Ventral  hernia , we  might  expect  afterdarge  incisions  necessary  in  resection 
wherein  so  large  a breech  must  be  made  in  the  abdomen,  which  latter  difficulty 
closes  in  by  scar  tissue;  but  it  has  not  occurred  in  my  two  cases,  nor  do  statistics 
show  that  it  is  a frequent  sequela. 

Probably  the  adhesions  which  environ  the  then  reduced  intestine,  tend  to 
fix  it,  so  that  its  subsequent  descent  is  impeded  and  recurrence  prevented. 
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SHOCK  IN  ABDOMINAL  OPERATIONS 


BY 

FENTON  B.  TUReK,  M,  D., 

( CHICAGO ) 

The  use  of  the  term  “shock”  usually  demands  an  apology.  In  the  absence 
of  knowledge  of  the  pathology  of  this  complex  symptom  we  recognize  only  the 
phenomena,  the  eilects  of  certain  changes  that  seem  to  occur  through  the  medium 
of  the  nervous  mechanism.  The  study  of  the  innumerable  ways  we  may  excite  this 
remarkable  phenomenum  “shock”  has  added  much  to  our  knowledge  both  from  a 
scientific  and  practical  standpoint.  The  distinction  made  between  shock  and 
collapse  (loss  of  the  finid  of  the  blood)  is  valuable  as  a classification,  but  brings  us 
no  nearer  to  a knowledge  of  the  pathology. 

The  recent  work  of  Crile  (Cartwright  Eectures,  New  York,  1897)  adds  much 
to  the  value  of  the  older  observers  on  the  methods  of  inducing  shock,  and  the 
effects  upon  blood  pressure,  respiration,  etc. 

Boise’s  (Transactions,  Amer.  Association  of  Obstetricians  and  Gynecologists, 
1898)  conclusions  on  the  theory  of  hyperirritation  of  the  sympathetic  system, 
instead  of  a paresis  of  the  nerves  governing  the  heart,  circulation,  respiration,  etc., 
are  in  accordance  with  many  recognized  facts,  and  have  been  alluded  to  by  other 
observers. 

In  recognizing  the  nervous  phenomena  we  are  still  shrouded  in  mystery, 
and  while  each  observer  may  add  something  of  value  to  our  present  knowledge, 
we  must  admit  that  the  pathology  remains  obscure. 

I have  reported  many  observations  and  experiments  on  this  interesting  subject 
and  the  results  seem  to  indicate  two  important  factors  not  investigated  sufficiently 
by  others  experimenters.  One  is  the  decreased  resistance  against  infection  when 
shock  is  present.  The  second  is  that  increased  resistance  against  infection  is  produc- 
ed by  the  internal  application  of  heat  while  preventing  shock,  or  reducing  shock 
when  present.  Especially  is  this  most  marked  when  the  heat  is  applied  within  the 
colon,  stomach,  or  within  the  abnominal  cavity,  the  two  latter  locations  being  the 
most  effectual.  No  such  marked  effect  was  produced  when  the  heat  was  applied 
to  the  skin.  In  these  experiments  it  was  shown  that  even  virulent  staphylococci 
and  streptococci  would  not  develop  when  inoculated  into  the  peritoneal  cavity  of 
animals  (dogs,  guinea  pigs,  rabbits),  providing  the  heat  stimulation  continued  for 
one  hour.  On  the  other  hand,  if  the  viscera  were  exposed  to  the  air  for  a certain 
length  of  time,  and  shock  thus  produced,  even  what  we  term  lion-pathogenic 
microorganisms  when  introduced  into  the  abdominal  cavit)’  rapidly  develop,  result- 
ing in  death  of  the  animal. 

It  will  thus  be  seen  that  one  of  the  important  factors  in  shock  is  a lessened 
resistance  to  infection,  while  and  increased  resistance  is  obtained  in  the  reduction 
of  the  shock  by  the  application  of  heat  to  the  splanchnic  area. 

The  methods  of  preventing  shock  or  reducing  it,  when  present,  have  been 
previously  described  by  the  author.  (Paper  presented  to  the  Thirteenth  Inter- 
national Medical  Congress,  Paris,  Aug.  29,  1900). 

One  method  consists  of  introducing  into  the  stomach,  a thin  rubber  bag 
attached  to  the  author’s  double  current  stomach  tube,  which  is  provided  with  an 
inlet  and  outlet  tube.  When  in  the  stomach,  one  side  of  the  double  tube  is  con- 
nected with  an  irrigator,  and  the  water  at  a temperature  of  50°C.  (122°F)  is  allow- 
ed to  flow  into  the  bag  within  the  stomach.  About  50  cc.  is  used  and  allowed  to 


remain  a few  minutes,  when  the  water  is  permitted  to  flow  out  through  the  outlet 
tube.  Where  it  is  desirable,  a continuous  flow  is  permitted,  allowing  800  or  400  cc. 
of  water  to  remain  in  the  stomach,  tliroughtout  the  treatment.  Within  twenty 
minutes  this  produces  the  profound  effects  previously  shown  by  experiments  on 
animals  and  numerous  observations  on  patients  made  by  the  author.  If  the  tem- 
perature of  the  water  introduced  into  the  intragastric  bag  is  gradually  raised  to 
55°C.  (131°F. ),  the  highest  pt^siologic  action  is  obtained,  and  this  is  used  not  only 
to  prevent  shock,  but  more  especially  to  reduce  profound  shock  when  present. 

The  second  method  of  preventing  or  reducing  shock,  previously  described 
by  the  author,  is  that  of  the  introduction  of  small  and  thin  rubber  hot  water  bags 
covered  with  the  flat  gauze  sponges  and  introduced  into  the  abdominal  cavity 
during  operations  for  laparotomy.  The  temperature  of  the  water  in  the  bag  is 
48°  C.  These  bags  are  partly  filled  with  sterile  water,  tied,  and  kept  in  a hot  water 
receptacle  as  48°  C.,  ready  for  use.  These  heated  flat  sponge  bags  are  not  only 
useful  in  holding  back  the  viscera  from  the  operative  field,  but  supply  the 
necessary  constant  heat  to  prevent  shock,  and  consequently,  as  I have  previously 
shown,  prevent  the  infection  that  results  from  the  lowered  resistance  accompany- 
ing shock. 

To  determine  the  changes  of  the  blood  during  shock,  I injected  the  serum 
of  animals  in  shock  into  healthy  animals,  and  by  increasing  the  dosage  I found 
that  animals  so  injected  soon  manifested  the  sympsoms  of  shock.  These  experi- 
ments were  repeated  a sufficient  nnmber  of  times,  and  the  results  were  constant 
in  the  disturbance  of  circulation,  respiration,  lowered  temperature,  resulting  in 
collapse.  Thirty  animals  were  used  including  guinea  pigs,  rabbits  aud  dogs.  The 
following  experiment  will  illustrate: 

Two  dogs. — Brothers,  eleven  months  old. 

Dog.  No.  1.  The  abdomen  was  opened  and  the  viscera  exposed  to  a cool 
draught  of  air:  at  the  same  time  the  viscera  were  frequently  manipulated  until 
profound  shock  was  produced.  Toss  of  reflexes,  lowered  blood  pressure,  failing 
respiration,  temperature  reduced  to  95’2.  F.,  marked  congestion  of  the  splachnic 
vessels,  and  marked  anemia  of  the  periphery.  Time,  one  hour  and  55  minutes.  The 
animal  was  then  bled  and  the  serum  used  to  inject  into  Dog  No.  2.  Injection  of 
5 c.  c.  produced  but  little  noticeable  effect.  When  50  c.  c.  had  been  used,  the 
animal  showed  marked  fatigue.  When  150  c.  c.  was  injected,  the  animal  was  in 
a state  of  collapse. 

Rabbits  and  guinea  pigs  are  far  more  susceptible  to  the  injection  of  serum 
from  an  animal  in  shock.  A rabbit  will  sometimes  go  into  convulsions  and 
manifest  all  the  evidences  as  if  poisoned  by  snake  poisoning.  Small  injections, 
frequently  repeated,  will  establish  the  phenomena  of  shock  without  convulsions. 
I have  also  found  that  those  animals  thus  injected  are  rendered  more  susceptible 
to  infection,  but  this  point  requires  more  experimental  work  to  establish  beyond 
any  doubt.  The  conclusions  are  well  shown  that  in  shock  there  are  tissue  and 
blood  changes  that  are  produced,  and  when  the  serum  or  blood  of  animals  in  shock 
is  injected  into  a healhty  animal,  it  produces  shock  in  the  second  animal.  This 
corresponds  to  Morro  ’s  experiments  on  fatigue,  in  which  fatigue  produced  in  one 
animal  injection  of  blood  into  a healthy  animal  resulted  in  fatigue  of  the  second 
animal. 

In  another  series  of  experiments,  I found  that  when  an  animal  is  stimulated 
by  heat  applied  within  the  splanchnic  area  by  methods,  previously  described, 
immunity  or  resistance  against  infection  was  thus  produced.  When  the  serum  of 
such  an  animal  was  injected  into  another  animal,  there  was  an  increased  resistance 
produced,  or  a partial  immunity  to  infection.  Animals  so  protected  could  not 
always  be  saved,  but  the  death  from  infection  was  retarded  sometimes  for  one  or 
two  weeks.  These  facts  establish  a most  important  point  in  the  pathology  of 
shock,  namely,  the  alteration  of  the  tissue  cells  and  blood  in  shock.  The  nerves 
seem  to  act  here  as  a transmitter  of  impulses  that  result  in  these  tissue  changes 
that  we  call  shock.  The  chemical  changes  in  muscle  contraction,  with  resulting 
fatigue,  may  illustrate  the  part  that  nerves  play  in  fatigue,  so  in  shock.  The 
phenomena  of  shock  are  too  complex  to  explain  by  a single  theory,  but  we  must 
regard  it  as  connected  closely  with  the  phenomena  of  altered  metabolism.  When 
metabolism  is  more  satisfactorily  worked  out,  we  may  more  clearly  understand 
the  phenomena  we  call  shock. 


CANCER  OF  THE  UTERUS 


BY 

A /N  DREW  F.  CURRIER,  M.  D. 

NEW  YORK 


Cancer  of  the  uterus  like  cancer  elsewhere  is  an  epithelial  disease.  Waldeyer 
long  ago  called  it  “an  atypical  epithelial  new-growtli”  and  his  definition  has  never 
been  improved  upon. 

It  seems  to  consists  in  a sort  of  riot  of  epithelial  cells  penetrating  the  deeper 
tissues,  spreading  laterally  without  bound  or  limit,  and  blossoming  outward  and 
upward  like  a mushroom,  or  more  familiarly  a cauliflower. 

All  attempts  to  convert  this  into  a germ  disease  have  thus  far  failed.  A few 
years  ago  it  seemed  probable  that  it  had  been  tracked  to  its  ultimate  hiding-place 
and  that  a vegetable  parasite  or  coccidium  was  the  long  looked-for  and  responsible 
cause.  This  conclusion,  however,  like  all  others  thus  far  reached  proved  premature. 
Constant  investigation  is  being  continued  at  various  laboratories  in  various  parts 
of  the  world,  and  it  seems  hardly  possible  that  the  causative  agent  whatever  it 
may  be,  will  much  longer  elude  the  sharp  eyes  which  are  searching  for  it.  When 
it  is  found  it  will  be  the  occasion  for  a song  of  praise. 

While  we  are  unable  to  determine  the  direct  and  absolute  cause  of  this 
disease  we  are  quite  safe  in  asserting  that  like  tuberculosis  it  is  prone  to  be  frequent 
in  certain  families,  and  that  a generation  in  which  it  has  appeared  is  very  likely  to 
transmit  to  the  next  one  a diminishing  power  of  tissue  resistance  compared  with 
those  families  in  which  no  such  disease  prevails.  Unfortunately  it  is  not  always 
possible  to  trace  the  family  history  of  the  sick;  if  it  were,  a serious  physical  taint 
would  doubtless  be  often  found  accountable  for  lessions  which  are  inexplicable  by 
all  our  present  methods  of  investigation. 

The  power  of  traumatism  in  producing  this  variety  of  cancer  is  as  well  defin- 
ed as  its  power  of  producing  disease  in  other  organs  of  the  body  though  we 
often  find  that  those  who  abuse  the  genital  organs  most  flagrantly,  including 
prostitutes  and  those  who  are  frequent  victims  of  criminal  abortion,  escape  cancer 
though  they  usually  pay  a penalty  with  acute  and  chronic  disease  of  an  inflammato- 
ry and  infectious  nature.  The  alleged  influence  of  laceration  or  fissure  of  the  cervix 
uteri  in  producing  cancer  seems  to  me  to  have  been  much  over  estimated.  To  say 
that  sufferers  with  such  lesions  develop  cancer  simply  means  that  in  some  cases 
much  greater  degeneration  in  the  nutrition  of  the  uterus  follows  parturition  than 
in  others.  Another  apparent  contradiction  in  the  history  of  cancer  of  the  uterus  is 
that  it  so  rarely  attacks  those  who  have  never  been  impregnated.  Those  who  have 
borne  many  children  are  more  susceptible  to  its  attack  than  those  who  have  borne 
few  or  none,  as  if  nature  were  exacting  a penalty  for  fulfilling  her  own  laws. 
Doubtless  a more  careful  study  of  the  clinical  history  of  the  cancer  of  the  uterus 
would  show  that  the  fault  was  not  in  parturition  per  se  but  in  some  mistake  or  vice 
after  parturition,  too  hasty  resumption  of  household  duties,  impaired  general 
nutrition,  or  some  other  violation  of  nature’s  laws  which,  though  overlooked  or 
even  commited  in  ignorance  exacts  rigorously  its  penalty. 

In  my  experience  with  this  disease  the  poor  have  suffered  rather  than  the 
rich.  I have  rarely  observed  it  except  among  those  who  must  work  hard,  bear  chil- 
dren frequently,  and  often  suffer  from  insufficient  or  unsuitable  food,  clothing,  or 
shelter. 


It  is  peculiarly  a disease  of  civilized  life.  Of  course  it  is  diffcult  to  draw 
comparisons  with  savage  and  barbarous  people  among  whom  statistics  relating  to 
such  matters  are  practically  unattainable,  but  from  such  information  as  can  be 
gathered  the  diseases  peculiar  to  women  and  malignant  diseases  as  well  are  very 
infrequent  among  them.  If  they  exist  at  all  and  undoubtedly  they  do  to  a certain 
degree,  they  do  not  begin  to  cause  the  debility  and  helplesness  which  they  cause 
among  civilized  people. 

That  cancer  the  uterus  prevails  in  certain  localities  more  than  in  others; 
simply  means  that  the  conditions  of  living  in  one  place  are  more  unfavorable  than 
in  another.  I am  unaware  that  it  could  ever  be  considered  as  resulting  entirely  from 
climatic  conditions.  In  the  cities  it  is  relatively  more  frequent  than  in  the  country, 
in  the  crowded  tenement  house  districts  rather  than  in  the  localities  which  are 
inhabited  by  the  well-to-do  and  those  who  have  comparatively  little  struggle  in 
maintaining  life. 

While  not  numerically  the  most  frequent  of  any  form  of  cancerous  disease 
it  stands  quite  high  upon  the  list  the  order  of  frequency  being  the  breast,  the 
stomach,  the  uterus. 

It  is  quite  important  to  know  whether  any  adecúate  means  can  be  taken  to 
prevent  the  occurrence  of  this  disease.  I know  oLnone  aside  from  the  pursuit  of  a 
well-regulated  life  and  the  use  of  all  possible  care  in  regard  to  the  functions  of  the 
genital  organs;  but  even  this  will  give  no  possitive  assurance  of  immunity,  par- 
ticularly with  those  tissues  have  poor  resisting  power  and  in  whose  family  history 
cancer  or  some  other  form  of  malignant  disease  may  have  played  apart.  For  women 
who  have  a suspicious  family  history  it  is  certainly  wise  to  submit  to  rigid  in- 
spection at  intervals  of  three  to  six  months  a radical  surgical  operation  being 
recommended  on  the  slightest  appearance  of  definite  malignant  disease.  I think 
that  women  with  a tendency  to  this  or  any  other  serious  constitutional  disease 
should  also  be  discouraged  by  every  possible  argument  from  becoming  impregnated. 

This  is  the  line  of  reasoning  which  is  followed  by  the  successful  stock-breeder 
who  knows  perfectly  well  that  if  one  or  both  parents  are  physically  weak  and 
imperfect  also. 

Cancer  may  begin  its  attack  upon  the  flat  epithelium  of  the  surface  of  the 
mucous -membrane  or  the  cylindrical  epithelium  of  the  glands.  It  may  begin  upon 
the  vagina,  upon  either  lip  of  the  os  uteri,  upon  the  endometrium  of  the  cervix, 
or  the  endometrium  of  the  corpus  uteri.  Beginning  in  any  of  these  localities  it 
may  spread  to  any  of  the  others,  but  its  spread  from  the  corporeal  endometrium 
is  much  less  rapid  and  much  less  diffuse  than  from  any  of  the  others.  Such  cases 
therefore  offer  the  best  and  most  permanent  results  from  surgical  treatment  but 
they  are  unfortunately  the  least  common  of  all  the  varieties  and  also  give  most 
difficulty  in  determining  a diagnosis. 

Cancer  follows  the  general  mechanical  law  of  progression  alone  the  line  of 
least  resistance,  pushing  its  way  readily  and  rapidly  alone  the  surface,  easily 
infiltrating  the  soft  tissues  of  the  vagina  and  broad  ligaments,  but  penetrating  less 
readily  the  denser  muscular  tissue  of  the  uterus. 

With  increased  cell  proliferation  comes  also  increased  vascularity  which  is 
soon  followed  by  necrosis  of  tissue,  hemorrhage,  and  the  discharge  of  disintegrat- 
ed and  decomposed  material,  this  process  continuing  as  long  as  any  tissue  remains 
which  may  be  infiltrated  or  fed  upon,  accompanied  perhaps  by  transmission 
through  the  lymphatic  current  to  other  portions  of  the  body  of  elements  which 
infect  other  parts  or  organs,  and  also  by  a general  wasting  of  nutrition  and  vitality 
from  the  absorption  of  infective  material  and  the  deficiency  in  the  regenerative 
processes  of  the  body.  That  the  glandular  stuctures  are  not  more  frequently  and 
more  extensively  invaded  is  explained  by  the  resistance  and  density  of  their 
tissues  and  also  by  the  fact  that  the  disease  very  often  occurs  in  the  aged  with  whom 
the  glandular  system  has  undergone  atrophy  to  a greater  or  less  degree. 

Age  is  an  important  factor  in  the  consideration  of  this  disease  which  is  one 
of  mature  and  worn-out  tissues.  It  is  unusual  to  meet  it  between  the  thirtieth  and 
fortieth  years,  it  is  more  unusual  to  meet  it  between  the  twentieth  and  thirtieth. 
Between  the  fortieth  and  fiftieth  it  is  frequent,  and  between  the  fiftieth  and  six- 
tieth most  frequent.  After  the  sixtieth  it  again  diminishes  in  frequency. 

It  has  been  customary  with  many  writers  to  link  its  occurecence  with  the 


change  of  life.  That  this  is  unreasonable  must  appear  when  one  remembers  that  all 
women,  under  ordinary  conditions,  go  through  the  change  of  life  between  the 
fortieth  and  fifty  fifth  years  while  a very  small  percentage  of  them  suffer  with 
cancer  of  the  uterus.  The  hemorrhages  from  the  uterus  which  so  often  attend  the 
change  of  life  are  certainly  abnormal  and  urgently  demand  investigation  and  suit- 
able treatment,  but  in  the  great  majority  of  cases  it  will  not  be  such  treatment  as  is 
required  when  cancer  invades  the  organ.  The  absence  of  definite  symptoms  in  the 
early  stages  of  this  disease  coupled  with  the  disinclination  which  so  many  women 
feel  to  submit  to  the  examination  of  their  genital  organs  explains  the  infrequency 
with  which  it  is  seen  at  a time  when  radical  treatment  would  be  possible  and  perma- 
nently useful. 

Wherever  the  disease  may  locate  itself  the  first  symptom  is  almost  certain 
to  be  hemorrhage.  There  is  an  increase  of  cells,  an  increase  of  vascularity,  and  a 
breaking  down  of  tissue  and  loss  of  blood.  This  loos  of  blood  may  go  unheeded 
especially  when  it  occurs  as  an  increase  in  the  flow  of  the  menstrual  period. 

A superficial  ulceration  of  the  mucous  membrane  of  the  vaginal  vault,  or 
the  os  uteri,  or  a soft  and  yielding  condition  of  the  endometium,  bleeding  freely 
when  disturbed  or  manipulated  are  the  only  visible  indications  of  the  early  ap- 
pearance of  this  insidious  enemy. 

After  a few  months  the  ulcerated  surface  will  have  enlarged  and  the  adjacent 
tissues  will  be  indurated  by  the  masses  of  proliferated  cells  which  have  infiltrat- 
ed them.  Hemorrhages  are  now  more  copious  and  more  frequent  as  vessels  and 
tissues  disintegrate.  Any  unusual  strain  or  severe  effort  may  produce  a gush  which 
will  be  startling  and  which  for  a time  may  prove  uncontrollable. 

The  congestion  of  the  menstrual  epoch  will  cause  the  flowing  or  flooding,  at 
it  now  may  properly  be  termed,  to  continue  until  the  usual  interval  between 
periods  may  be  nearly  or  quite  passed. 

With  some  women  the  first  severe  hemorrhage  occurs  after  sexual  intercourse 
and  when  it  occurs  at  such  a time  the  disease  has  usually  made  so  great  headway, 
that  a repetition  of  the  sexual  intercourse  will  be  apt  to  cause  a repetition  of  the 
hemorrhage.  Until  the  end  of  life  these  severe  drains  upon  the  vitality  of  the 
patient  continue  at  longer  or  shorter  intervals,  fatal  exhaustion  complicated,  it  may 
be,  with  other  troubles  finally  ending  the  struggle.  Hemorrhage  from  the  vagina, 
rectum  and  bladder  in  addition  to  that  from  the  uterus  may  occur  after  these 
organs  have  been  invaded  in  the  onward  march  of  the  disease. 

The  symptom  which  is  next  in  importance  to  hemorrhage  is  pain.  It  is  not 
a constant  symptom  for  it  may  be  wanting  from  the  beginning  to  the  end  in  a 
given  case.  In  any  event  the  pain  is  seldom  severe  in  the  early  history  of  the  disease. 
When  the  morbid  process  has  reached  the  broad  ligaments,  the  pelvic  peri- 
tonseum  and  the  pelvic  and  abdominal  viscera,  which  is  especially  apt  to  occur  in 
the  recurrent  attack  which  so  often  follows  the  removal  of  the  uterus,  the  pain  is 
severe,  and  it  may  be  excruciating.  There  may  also  be  pain  in  the  vagina,  rectum, 
and  bladder  as  these  organs  become  involved,  and  in  the  skin  of  the  external 
genitals  which  becomes  chafed  and  excoriated  by  the  acrid  fluid  which  is  poured 
over  it  from  the  vagina. 

The  constant  advance  of  the  disease  elements,  in  all  directions,  may  result 
in  an  ulcerating  sloughing  sore,  or  a fungating,  exuberant  mass  of  new  tissue 
which  may  fill  the  cavity  of  the  uterus  and  vagina,  and  which  breaks  down  and 
bleeds  readily,  at  intervals  pouring  out  a vile  smelling,  watery  fluid  which  makes 
the  patient  an  offense  to  herself- and  to  all  around  her.  This  fluid  is  simply  a product 
of  decomposition  and  disintegration  and  may  be  present  when  decomposition  and 
disintegration  result  from  disease  which  are  not  cancerous.  It  furnishes  however 
one  of  the  contribution  and  most  convincing  evidences  of  the  existence  of  this 
disease. 

The  cachexia  in  connection  with  cancer  is  also  important  but  not  a distinc- 
tive symptom.  It  consists  in  the  yellowish,  or  wax-like,  or  alabaster  appearance 
of  the  skin  which  simply  implies  that  poisons  have  been  absorbed  by  the  circulation 
or  that  the  exhausting  force  of  repeated  hemorrhages  has  drained  the  blood  vessels 
of  the  skin  and  therefore  impaired  its  nutrition.  The  same  or  a similar  condition 
is  noticeable  in  connection  with  other  wasting  diseases,  especially  with  fibroid 
tumor  of  the  uterus  when  this  is  attended  by  copious  and  repeated  hemorrhages. 


One  of  the  customary  symptoms  of  the  later  stages  of  the  disease  is  emaci- 
ation though  the  patient  may  be  ruddy  and  well  nourished  for  weeks  or  even  months 
after  the  period  of  hemorrhages,  has  begun.  This  is  the  legitimate  result  of  loss 
of  blood,  wasting  discharges,  the  interference  with  drainage  from  the  uterus  and 
absortion  of  poisonous  material,  also  the  disturbance  to  the  digestive  apparatus 
with  inability  to  retain  and  assimilate  sufficient  food.  It  must  be  obvious  from  the 
foregoing  remarks  that  in  addition  to  the  involvement  of  the  pelvic  viscera  other 
organs  may  also  share  in  the  destructive  process.  This  is  not  always  the  result  of 
a metastatic  transfer  of  the  disease  for  inflammatory  conditions  may  occur  at  any 
time  and  are  particularly  frequent  in  the  later  stages  of  its  history. 

Cullen  in  his  recent  excellent  work  on  Cancer  the  Uterus  quotes  R.  Williams 
( p.  435)  who  observed  metastatic  transfer  in  20.2  per  cent  of  seventy  nine  autopsies 
for  uterine  cancer,  the  disease  being  found  in  the  skin,  pleurae,  peritonaeum,  lungs, 
heart,  liver,  kidneys,  tibiae,  and  ossa  innominata.  A few  similar  additional  cases 
came  under  Cullen’s  personal  observation. 

The  extention  of  the  disease  when  the  cervix  is  involved  is  much  more  rapid 
and  of  more  frequent  occurrence  than  when  it  involves  the  corpus  alone. 

According  to  my  experience  there  is  seldom  any  direct  implication,  that  is 
any  appearance  of  cancerous  disease,  as  a secondary  process,  in  the  lungs,  liver, 
spleen,  stomach,  the  membranes  of  the  brain  and  cord,  the  synovial  membranes,  the 
pleura,  the  mammary,  salivary,  or  bronchial  glands  and  the  bones,  and  I believe 
this  is  the  experience  of  surgeons  and  anatomists  generally. 

There  may  be  a valuable  hint  in  the  ability  to  thus  exclude,  for  the  most 
part,  a large  portion  of  the  body  which  has  connection,  through  its  lymphatic  circu- 
lation, with  those  other  portions  which  are  susceptible  and  are  most  frequently 
attacked  when  the  disease  runs  its  ordinary  course.  In  addition  to  the  pelvic  visce- 
ra the  organs  which  show  a predilection  to  complication  with  cancerous  disease 
of  the  uterus  are  the  peritonaeum,  the  glands  behind  the  peritonaeum  including 
those  of  the  omentum  and  mesentery,  the  uterus,  and  the  kidneys.  It  was  long 
since  observed  by  Lancereaux  that  the  kidneys  always  become  involved  if  the 
disease  continues  sufficiently  long  and  I have  seen  the  verification  of  this  statement 
many  times  when  the  post-mortem  examination  was  reached. 

The  extension  of  the  disease  to  those  organs  which  are  nearest  and  which 
after  least  resistance  to  its  progress  is  a logical  sequence,  consequently  the  involve- 
ment of  the  vagina  is  usually  followed  by  corrosion  and  ulceration  into  the 
bladder  and  rectum.  When  this  has  occurred  the  patient  is  in  pitiable  condition 
for  there  is  no  restraint  to  the  constant  discharge  of  urine  and  the  discharge  of 
faeces  is  equally  unobstructed  except  when  the  rectum  has  become  so  infiltrated 
with  the  disease  elements  and  its  lumen  so  obstructed  that  expulsive  action  on  its 
part  becomes  impossible.  A woman  in  such  a condition  may  exist  for  many 
weeks  before  death  without  evacuation  of  the  bowels. 

With  regard  to  the  diagnosis  of  this  disease  there  can  be  neither  doubt  nor 
difficulty  in  the  advanced  period  when  the  cases  are  usually  seen  for  the  first  time 
by  the  physician.  The  ghastly  appearance  of  the  countenance,  the  fetor  of  the 
vaginal  discharge,  the  ready  disintegration  of  tissue  upon  even  the  gentlest  manipu- 
lation, and  the  copious  outpouring  of  blood,  especially  when  these  phenomena 
occur  in  a woman  of  mature  or  advanced  age  can  have  but  one  interpretation,  can 
tell  but  one  story. 

Hemorrhages  alone  do  not  necessarily  indicate  the  presence  of  cancer;  they 
may  be  symptomatic  of  a great  variety  of  morbid  conditions — a myoma  of  the 
uterus,  displacement  of  the  organ,  a congested  or  hypertrophied  endometrium 
from  various  causes,  a congested  condition  of  the  pelvis  circulation,  etc. 

They  are  significant  of  cancer,  in  connection  with  correlative  symptoms, 
when  they  occur  after  coitus,  after  any  sudden  exertion,  or  after  a digital  examina- 
tion of  the  vagina  in  a woman  of  mature  or  advanced  age.  I have  had  the  opport- 
unity in  several  instances  of  stydying  for  weeks  at  a time  the  slight  hemorrhages 
which  occur  in  the  early  history  of  cancer  when  the  squamous  epithelium  of  the 
vagina  and  os  uteri  is  attacked  and  breaks  down  into  superficial  ulceration.  The 
spread  of  the  ulcerative  process,  its  refractory  action  to  such  stimulating  agents 
as  nitrate  of  silver,  and  the  persistent  character  of  the  bleeding  even  when  the 
quantity  is  insufficient  to  impair  the  patient’s  vitality  or  even  excite  her  apprehension 
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have  served  as  most  instructive  lessons  concerning  the  development  of  this  disease, 
as  observed  by  the  naked  eye. 

Pain  as  a diagnostic  symptom  is  merely  confirmatory  of  other  symptoms,  it 
rarely  occurs  at  an  early  period  and  may  be  wanting  altogether. 

In  the  advanced  stage  of  the  disease  the  microscopical  examination  merely 
confirms  the  clinical  findings;  in  the  early  stage  if  one  is  so  fortunate  as  to  meet  it 
at  that  period,  a microscopical  examination  of  tissue  removed  from  the  ulcerated 
area,  or  of  scrapings  from  the  endometrium  if  that  portion  of  the  organ  has  been 
attacked,  is  very  desirable.  The  diagnosis  cannot  always  be  correctly  determined 
by  a single  examination.  I am  disposed  to  place  great  confidence  in  a clinical 
diagnosis,  irrespective  of  the  decision  of  the  microscope  in  any  case  which  can  be 
studied  two  or  three  times  a week  during  several  weeks,  particularly  if  the  patient 
has  passed  the  menopause.  As  is  well  understood  the  treatment  of  this  disease  may 
be  palliative  or  radical.  While  the  radical  treatment  has  been  disappointing  it 
could  hardly  be  otherwise,  inasmuch  as  it  is  very  difficult  in  any  given  case  to 
affirm  with  certainty  that  it  has  been  radical.  1 

The  fact  still  remains  that  the  disease  begins  as  a local  one,  and  if  we  can 
only  be  so  fortunate  as  to  ottack  it  at  this  period,  and  also  impress  our  patients  who 
may  be  passing  through  that  period  of  life  in  which  it  is  most  prone  to  develop 
with  the  necessity  of  rigorous  inspection  at  suitable  intervals  we  may  be  enabled 
to  obtain  over  it  a greater  measure  of  control.  Of  course  it  will  not  be  easy  and  it 
will  recpiire  a long  time  to  so  educate  the  people  that  the  utility  of  such  a plan  will 
be  apparent. 

The  details  of  the  radical  operation  for  cancer  are  so  well  known  that  a repe- 
tition of  them  at  this  time  would  be  superfluous.  Of  course  the  uterus  should  be 
removed  as  completely  as  possible  when  it  is  sufficiently  mobile  to  admit  of  removal, 
and  by  way  of  the  vagina  or  abdomen  according  as  one  or  the  other  route  offers 
apportunity  for  the  most  thorough  work. 

The  ligation  of  the  great  vessels  of  the  pelvis  does  not  seem  to  have  materi- 
ally improved  the  results  of  operations  for  cancer  possibly  because  it  lowers  the 
resisting  power  of  tissues  which  are  thus  partially  deprived  of  their  nutrition. 

The  use  of  heat  in  the  destruction  of  tissues  which  have  been  invaded  by 
cancer  has  always  seemed  to  me  most  rational  and  it  is  strange  that  it  has  not  been 
more  generally  employed.  Probably  the  want  of  a relatively  inexpensive  and 
efficient  mode  of  securing  the  necessary  degree  of  heat  for  caustic  use  has  contribut- 
ed to  the  infrequency  of  its  employment.  The  use  of  the  strong  potential  caustics, 
chloride  of  zinc,  nitric  acid,  etc.  is  certainly  valuable  as  an  adjunct  to  other  means; 
but  they  must  be  used  with  great  caution  and  discretion  for  they  are  very  painful, 
often  excite  intense  inflammation  and  may  injure  tissues  which  should  not  be 
injured. 

The  use  of  alcohol  by  local  injection,  lime,  pyoktanin,  etc.  has  had  its  advocates 
but  none  of  them  is  likely  to  produce  ainy  permanent  impression  unless  used  at  a 
very  early  period.  I believe  in  the  operative  treatment  of  uterine  cancer,  in  removing 
the  organ  and  its  surrounding  tissues  when  possible,  and  in  the  repeated  and 
systematic  scraping,  and  cauterizing,  and  packing,  and  douching  when  complete 
removal  is  impossible.  Much  can  thus  be  done  if  one  is  patient  and  persistent  and  has 
the  means  for  rigorously  carrying  out  a plan  of  campaign.  Much  can  also  be  done  in 
the  matter  of  diet  and  hygiene  for  sufferers  with  cancer,  but  this  portion  of  the 
treatment  should  be  entered  upon  with  the  same  preciseness  and  attention  to  details 
which  is  given  in  the  best  sanitaria  to  the  treatment  of  pulmonary  tuberculosis  and  if 
its  results  should  not  be  quite  so  brilliant  they  would  at  least  succeed  in  relieving  a 
great  deal  of  suffering  and  discomfort  and  make  the  translation  to  the  spirit  world 
more  easy  and  less  to  be  dreaded  than  is  so  often  the  case  under  the  conditions  of 
neglect  which  so  frequently  obtain. 


1 (See  Williams,  Morphology  of  ut.  cancer  Brit.  M.  J.  1895—6,  xi  p.  529.) 
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It  was  six  years  ago  that  first  I reported  the  advantage  to  be  had  in  the 
relief  of  thirst  after  celiotomy  by  the  free  use  of  water  during  the  preparatory 
treatment  of  the  patient.  ( American  Journal  of  Obstet.  July  '95). 

In  May  ’96  at  a meeting  of  the  Ohio  State  Medical  Society  I again  referred 
to  this  subject,  and  in  addition  reported  my  observations  in  24  consecutive  cases 
in  which  as  a result  of  this  method  there  was  noticed  an  enormous  increase  of  renal 
activity. 

The  requirements  were  very  simple  and  consisted  merely  of  the  ingestion  of 
two  quarts  of  water  (preferably  hot)  during  each  of  the  usual  three  days  of  prepa- 
ration. As  a venture  a pint  was  given  four  times  daily  an  hour  before  each  meal 
time,  and  upon  retiring.  An  extra  pint  was  administered  three  hours  before  oper- 
ation. 

The  intense  and  persistent  cry  for  water  became  a past  record.  The  character 
of  the  pulse  was  improved,  the  skin  was  moist,  there  was  no  parching  of  the  tongue, 
and,  lastly,  in  the  24  cases  I reported  (as  before  mentioned),  the  average  quantity 
of  urine  passed  during  the  its  twenty-four  hours  succeeding  operation  was  increas- 
ed from  ten  ounces,  (according  to  several  operator’s  observations)  to  31)4  ounces, 
and  an  increase  of  over  80)4  of  total  solids  as  compared  with  the  day  preceding 
the  operation. 

So  uniformly  favorable  has  been  my  results  from  such  an  elementary  pro- 
cedure that  I have  been  persuaded  to  employ  large  quantities  of  water  in  diverse 
conditions  and  in  various  ways:  1st,  as  a prophylatic  for  certain  dangers  to  be 
apprehended,  and  2nd,  as  a remedial  agent  when  untoward  symptoms  arise  follow- 
ing an  operation. 

To  many  the  ideal  way  to  use  the  salt  solution  is  by  injecting  it  directly  into 
an  artery  or  vein:  but  this  method  I no  longer  employ,  because  it  is  always  attend- 
ed with  danger,  requires  a certain  amount  of  skill  to  perform,  the  patients  when 
conscious  dread  the  procedure,  and  offer  objections,  and  I have  found  it  is  no  more 
efficient  than  the  sub-cutaneous  method. 

I use  the  normal  physiologic  solution  of  sodium  chlorid,  six  tenths  of  1%  in 
sterile  distilled  water,  but  do  not  hesitate  to  use  ordinary  water  as  drawn  from  an 
hydrant  when  I am  confident  of  its  sterility  after  prolonged  boiling. 

In  an  emergency  or  during  an  operation  when  a sterile  solution  is  not  at 
hand,  or  an  assistant  cannot  be  spared,  I have  found  that  two  quarts  of  salt  solution 
at  a temp,  of  108  F.  can  be  forced  into  the  colon  while  the  patient  is  in  the 
Trendelenburg  position,  and  the  operation  is  proceeding. 

It  is  remarkable  how  quickly  the  anesthetist  notices  an  improvement  in  the 
general  condition  of  the  patient  indicative  of  the  rapid  absorption  of  the  saline. 

In  using  the  sub-cutaneous  method  I find  that  the  region  between  the  outer 
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margin  of  the  breast  and  the  anterior  axillary  line  to  be  the  most  suitable.  In  this 
area  the  fluid  rapidly  spreads  through  the  loose  tissue  in  the  axilliary  space  and 
beneath  the  scapula. 

During  an  operation  as  much  as  3 quarts  or  even  7 pints  of  solution  can  be 
injected  into  this  tissue  in  a short  time,  and  2 quarts  is  a minimum  quantity  when 
the  patient  is  not  under  anesthesia  although  a longer  time  is  required. 

One  might  think  that  some  injury  would  be  done  by  the  use  of  such  large 
quantities  by  the  pressure  alone  which  they  exert,  but  I have  not  yet  seen  the  least 
harm  or  the  slightest  suspicion  of  inflammatory  reaction  result. 

Hemorrhage  following  an  absortion. — R.  D.,  aged  20,  single,  was  admitted 
to  the  hospital  in  an  almost  exsanguinated  state,  giving  a history  of  having  had  an 
instrument  inserted  into  the  uterus  with  a criminal  intent  of  terminating  gestation 
at  four  months. 

During  the  night  3 quarts  of  saline  solution  were  given  by  the  sub-cutaneous 
method  with  marked  effect  in  restoring  the  patient.  Under  general  anesthesia  the 
uterus  was  emptied,  and  during  the  operation  four  quarts  of  salt  solution  again 
administered. 

The  patient  rapidly  convalesced  and  was  in  good  color  in  a few  weeks  after 
leaving  the  hospital. 

DERATED  SHOCK 

Mrs.  C.  Had  a vaginal  hysterectomy  performed  for  chronic  metritis  with 
prolapsus  and  sclero-cystic  disease  of  the  ovaries. 

The  first  evidence  of  shock  occurred  fourteen  (14)  hours  after  the  operation. 
There  was  no  perceptible  pulse:  breathing  was  very  rapid  and  shallow.  The  temper- 
ature dropped  to  96  and  the  patient  was  bathed  in  a cold  perspiration, — the 
typical  picture  of  shock. 

Immediately  both  axillary  spaces  were  filled  with  salt  solution, — hypodermic 
injections  of  digatilis  and  brandy  used,  and  the  patient  slowly  responded.  Three 
times  during  the  succeeding  24  hours  three  pints  of  the  saline  were  used  sub- 
cutaneously (during  the  whole  period  of  depression)  and  the  patient  rapidly  con- 
valesced. 

Failing  heart  and  suppression  of  urine. 

Miss  J.-aged  24.  Diagnosis.  Double  ovarian  cysts  with  recurring  general 
pelvic  peritonitis.  The  patient  was  much  reduced  physically.  The  heart  was  rapid 
and  weak.  The  examination  of  the  urine  was  negative. 

In  May  I removed  a dermoid  cyst  of  the  right  ovary  and  a cystic  degenerat- 
ed ovary  of  the  left  side.  All  adhesions  were  carefully  separated,  and  the  eroded 
areas  covered  so  far  as  possible  with  peritoneum.  Two  quarts  of  saline  solution 
were  left  in  the  peritoneal  cavity,  and  the  wound  was  closed  without  drain. 

During  the  first  24  hours  40  ounces  of  urine  were  excreted.  The  pulse  remain- 
ed at  120  and  temperature  at  normal. 

At  the  expiration  of  45  hours  a very  sudden  change  was  noted.  The  temper- 
ature dropped  to  97,  and  no  pulsation  could  be  felt  in  the  radials.  During  this  2nd 
24  hours  only  eleven  ounces  of  urine  were  excreted.  For  15  succeeding  hours  the 
patient  lay  in  a comatose  state  with  sub-normal  temperature,  and  without  a notice- 
able radial  pulse  wave,  and  with  complete  suppression  of  urine. 

During  this  time  6 quarts  of  salt  solution  were  given  subcutaneously,  and 
large  doses  of  the  FI.  Ext.  of  digitalis  by  hypodermic  injections.  In  this  particu- 
lar case  the  earlier  injections  of  digitalis  were  of  no  avail:  that  they  were  absorbed 
was  evidenced  by  the  inflammatory  action  which  later  manifested  itself. 

On  the  4th  day  34  ounces  of  urine  were  passed:  the  temperature  remained 
normal,  and  the  pulse  was  strong  and  full  at  120. 

On  the  5th  day  30  ounces  of  urine  were  passed,  and  no  trace  of  albumen  or 
casts  were  found,  the  kidneys  having  entirely  returned  to  a normal  state. 

After  hysterectomy  in  a much  reduced  patient: 

Dora  N.  34  years, — a widow,  had  been  operated  upon  8 years  previously  for 
double  pyosalpinx.  She  had  been  suffering  from  repeated  attacks  of  peritonitis, 
but  was  not  under  medical  care  until  alarmed  by  a series  of  hemorrhages  occuring 
within  a period  of  several  weeks. 


243 


The  diagnosis  of  multiple  fibroids  of  the  uterus  with  extensive  adhesions 
was  made,  and  operation  advised. 

The  operation  was  difficult  and  prolonged.  She  left  the  table  in  a very  low 
state.  Three  quarts  of  saline  were  given  subcutaneously  with  immediate  improve- 
ment in  the  character  and  rate  of  the  pulse,  and  no  untoward  symptoms  arose  to 
hinder  a rapid  convalescence. 

Hemorrhage  in  a case  of  septic  endometritis  and  paranmetritis  occuring  in 
3rd  week  of  typhoid: 

Miss  S.  in  3rd  week  of  Typhoid  had  menstruated  at  regular  time.  Two  days 
after  the  flow  had  ceased  there  was  a severe  hemorrhage  from  the  uterus.  None  of 
the  ordinary  means  were  able  to  stop  it,  and  curetting  was  advised. 

A week  later  I saw  her  again.  The  glands  above  the  uterine  walls  (the 
parametrium)  and  the  left  tube  were  involved.  I removed  through  a small  incision 
in  the  left  vaginal  vault  the  pus  from  an  abscess  cavity  which  proved  in  culture  to 
be  a typhoid  and  a staphylococcus  infection. 

She  was  in  an  extremely  low  typhoid  state.  3 pints  of  saline  were  given, 
and  the  patient  responded  in  a remarkable  way,  but  unfortunately  the  infection 
had  spread  beyond  reach,  and  death  resulted  in  10  days  following. 

PUERPERAL,  SEPSIS 

Mrs.  M.  After  seven  days  of  illness  the  patient  was  in  an  extreme  septic 
condition.  Repeated  curettements  and  irrigations  of  the  uterus  were  of  no  avail. 
When  admitted  to  the  hospital  the  pulse  varied  from  140  to  160  per  minute  and 
temperature  was  104  3/5  degress.  Linder  chloroform  anesthesia  the  uterine  cavity 
was  thoroughly  cleansed  and  packed  with  iodoform  gauze,  and  a free  incision  was 
made  through  the  posterior  vaginal  cul-de-sac  into  the  pouch  of  Douglass  to  es- 
tablish free  drainage  of  the  peritoneal  cavity. 

Cultures  from  both  the  uterine  and  the  peritoneal  cavities  told  of  a mixed 
infection  of  the  colon  bacillus  and  streptococcus. 

Cultures  were  made  from  time  to  time  during  the  convalescence  and  with 
the  disappearance  of  the  infection  there  was  a return  to  normal  temperature  on  the 
5th  day.  During  the  operation  there  was  injected  in  each  axillary  space  two  quarts 
of  salt  solution.  Within  6 hours  the  pulse  rate  was  120,  and  practically  never  ex- 
ceeded that  again.  15  ounces  of  urine  with  an  excessive  amount  of  solids  were 
passed  during  the  first  24  hours. 

NEPHRITIS 

And  lastly,  without  reciting  any  special  case,  I want  to  call  attention  to  a 
more  common  and  frequent  danger:  nephritis  following  the  administration  of  chloro- 
form or  ether.  It  is  my  practice  to  carefully  collect  the  urine  passed  during  the 
24  hours  of  the  first  three  days,  and  have  an  estimate  made  of  the  amount  of  total 
solids  excreted,  and  to  note  the  absence  or  presence  of  albumen  and  casts.  When 
the  total  solids  falls  far  short  of  the  normal  average  or  there  is  an  alarming  amount 
of  albumen  or  casts,  I immediately  proceed  to  the  use  of  large  quantities  of  the 
saline.  In  thus  flushing  the  kidneys  one  can  almost  always  succeed  in  checking 
the  further  destruction  of  the  parenchyma  if  not  allaying  the  existing  inflam- 
mation. 

CONTRAINDICATIONS 

I think  in  all  pulmonary  complications  (excepting  perhaps  an  asthenic 
pneumonia)  the  use  of  salt  solution  is  contraindicated. 

Several  years  ago  my  house  staff  resorted  to  transfusion  in  the  case  of  acute 
pulmonary  edema  following  the  administration  of  chloroform.  The  additional 
amount  of  fluid  was  too  much  for  the  patient,  and  she  qnickly  drowned.  In  an 
asthenic  pneumonia  i<  is  of  most  importance  to  sustain  and  increase  the  arterial 
tension.  In  fact  the  tension  should  be  high  during  the  administration  of  the 
solution;  because  I have  often  observed  that  even  large  quantities  do  not  perceptibly 
increase  the  tension  as  one  might  expect  the  fullness  being  compensated  by  a cer- 
tain amount  of  relaxation  of  the  vessel  wall. 
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One  other  contraindication  is  a weakened  myocardium  particularly  when 
the  patient  fails  to  respond  to  ordinary  stimulation. 

SUMMARY 

That  sub-cutaneous  injection  in  the  loose  areolar  tissue  of  the  axillary  space 
and  contiguous  parts  is  as  efficient  as  the  more  difficult  and  dangerous  use  of  the 
direct  arterial  or  venous  method.  That  an  early  resort  to  the  use  of  salt  solution  in 
most  of  the  complications  in  surgery  is  of  the  utmost  good.  That  the  filling  up  of 
the  peritoneal  cavity  following  an  abdominal  operation  as  a routine  measure  lessens 
thirst  and  shock,  and  increases  the  amount  of  urine  and  insures  the  elimina- 
tion of  a larger  percentage  of  total  solids  in  the  urine,  and  is  in  a large  measure  a 
prophylactic  to  the  evil  results  which  chloroform  and  ether  have  at  times  upon  the 
parenchyma  of  the  kidney.  That  in  most  serious  cases  of  hemorrhage,  of  shock,  of 
lowered  vitality  from  nephritis,  and  of  sepsis,  immediate  and  in  most  cases  per- 
manent good  results  obtain. 

The  contraindications  are  few  and  fortunately  more  rarely  met:  but  pneu- 
monia or  pulmonary  congestion  in  a sthenic  case,  acute  pulmonary  edema,  and 
weakened  myocardium  ought  always  first  to  be  excluded. 


OBSTETRICS  OF  THE  TWENTIETH  CENTURY 


BY 

■Ralston  Lattimore,  M.  D. 

(SAVANNAH,  GA.) 

By  the  term  Modern  Obstetrics,  I mean  obstetrics  as  it  is  now  practiced  in 
some  of  the  large  and  well  equipped  hospitals  devoted  exclusively  to  that  work. 
In  order  to  make  my  paper  as  brief  as  I can,  and  at  the  same  time  as  compre- 
hensive I will  try  to  go  about  it  in  a systematic  way  and  attempt  to  cover  as 
much  as  possible  in  a short  paper  on  a very  large  subject.  I will  endeavor  to  avoid 
all  mooted  questions,  that  involve  long  theoretical  arguments,  and  to  make  what  I 
have  to  say,  as  practical.  In  private  practice  we  all  strive  to  get  the  best  results, 
therefore  we  aim  to  carry  out  the  very  best  methods,  with  accuracy  and  precision. 

I will  describe  the  methods  of  the  Sloone  Maternity  Hospital  of  New  York 
City  which  has  140  beds  for  post-partum  cases,  and  45  for  waiting  women,  and  is 
at  present  leading  the  World  in  statistics,  I don’t  mean  to  say  as  to  numbers,  but 
as  to  results. 

Patients  apply  for  admission  between  2 and  5 P.  M.,  they  are  examined 
abdominal  and  vaginal;  time  of  probable  confinement  recorded,  and  if  within  a 
week  or  ten  days  of  time,  are  admitted;  if  not  are  told  to  come  back  at  time  stated 
for  admission:  if  time  is  several  weeks  or  months  away,  they  are  told  to  return 
■every  two  or  three  weeks  for  reexamination;  careful  records  are  kept — and  in  this 
way  the  records  of  cases  for  admission,  whether  at  night  or  day  are  always  easily 
referred  to.  Of  course,  emergency  cases  are  always  admitted,  at  any  time. 

Now  we  have  come  to  the  question  of  what,  where,  and  how  patients  are 
treated  after  admission,  and  in  order  not  to  have  misconstrued  what  I will  say, 
we  will  follow  a normal  case  of  labor  from  the  time  the  patient  enters  the  hospital 
until  she  departs,  usually  12  days  hence,  babe  in  her  arms.  I thoroughly  realize 
that  the  following  details  cannot  be  carried  out  in  private  practice,  nevertheless  we 
are  all  striving  for  the  very  best  results,  and  always  will  do  all  we  can  to  obtain 
them.  The  patient,  accompanied  by  a nurse — goes  down  to  the  bath  room-where 
all  of  her  clothing  is  removed,  she  is  then  given  a tub  bath,  water  hot — the  nurse 
sees  that  the  patient  scrubs  herself  thoroughly,  the  hair  is  then  washed  with 
Bichloride  Sol.  1-5000,  she  is  then  given  a vaginal  douche  Bichloride  1-5000,  and  a 
Soap  Suds  enema;  after  being  thoroughly  clean,  she  then  dons  hospital  garments 
all  of  which  have  been  sterilized.  The  patients  cloths  are  listed,  and  if  very  dirty 
are  sterilized  and  put  away  in  storage  room  down  stairs.  A specimen  of  urine  is 
then  sent  to  the  Laboratory. 

We  will  now  follow  the  patient  from  the  Bath  room,  which  is  on  the  lower 
floor,  to  the  reception  wards  above.  The  history  is  taken  and  pelvic  measurements 
made.  All  waiting  patients  who  are  not  in  actual  labor,  their  condition,  otherwise 
being  good,  are  required  to  help  with  the  domestic  work  of  the  Institution,  which 
means  sweeping,  scrubbing,  sewing,  etc.,  and  making  herself  generally  useful 
while  waiting,  diet  good  and  wholesome.  As  soon  as  the  first  stage  of  labor  begins 
their  function  in  the  above  capacity  ceases.  When  first  stage  begins  she  is  given 
a soap  suds  enema,  vaginal  douche  Bichloride  1,5000  T 100,  fluid  diet  during  12 
hours  till  labor  is  over,  patient  is  allowed  to  walk  around,  sit  or  lie  down,  just  as 


her  inclination  dictates.  During  the  first  stage  she  is  occasionally  examined,  and 
when  first  atage  is  about  completed  that  is,  the  cervix  is  nearly  dilated  or  nearly 
completely  dilatable.  She  is  then  ushered  into  the  delivery  room,  which  is 
thoroughly  equipped  for  its  purpose.  Tile  floor,  thoroughly  washable  walls,  no 
running  water,  and  the  following  articles  in  their  places. 

1.  Dish  Lot.  Sol  Boric  acid  and  wipe  for  Baby’s  eyes  and  mouth. 

2.  Phenol  Sol.  1-40  for  tape  for  tying  cord. 

3.  Bichloride  Sol.  1-5000  for  sponge  and  towels. 

4.  Lysol  Sol.  1%  for  sterilizing  and  lubricating  perineum. 

5.  Bottle  of  Agno  3 Sol.  2%  for  infants  eyes. 

6.  Blanket  for  baby.  Bath  tub,  Bowl  of  ice. 

Hot  and  cold  water.  Tape  measure.  Glass  catheters.  Vaginal  tubes.  Cat 
gut.  Silk  worm  gut.  Graduated  glass.  Chloroform.  Ether.  Spirits  Frumenti.  Vaginal 
douche  pan.  Vulva  pads.  Sheets.  Rubber  sheet.  Safety  pins.  Paper  and  pencil. 
Scrubbing-brush,  patients  Bowel  for  Physician  and  nurse.  Pelvimeter.  Soft  soap. 

Most  of  the  instruments  are  kept  down  stairs  in  the  instruments  closet,  but 
the  following  are  in  the  operating  room-  Curved  scissors.  Straight  .scissors.  Trumb 
forceps.  Needle  holder.  Needles.  Thermometer.  Membrane  forceps.  Stethoscope. 
There  is  also  quite  a large  bottle  of  Acetic  acid.  The  table  is  so  arranged  that  the 
head  or  foot  can  be  easily  raised  or  lowered.  Plenty  of  light  day  or  artificial. 

In  the  Institution  were  two  rooms  as  above  described,  which  were  used 
alternately,  or  if  necessary,  both  pressed  into  service  at  the  same  time,  but  recently 
a large  Amphitheatre  has  been  added  where  all  of  the  confinements  take  place, 
and  is  practically  filled  up  as  the  above  were.  It  may  seem  as  if  I have  gone  a little 
too  far  into  details,  but  I wanted  to  explain  the  term  a well  equipped  modern 
Delivery  room.  After  the  patient  arrives  in  the  Delivery  room  her  wrapper  is 
exchanged  for  a gown,  and  long  drawers  are  put  on,  which  cover  the  feet,  legs 
and  thighs,  and  are  loose  and  open  around  the  waist,  thus  making  it  convenient 
and  saving  the  patient  from  exposure.  She  is  then  given  a vaginal  douche.  Lysol 
1%  l’lOO,  and  Soap  suds  enema,  the  perineum  scrubbed  with  soap  and  water, 
and  wiped  off  with  Bichloride  Sol.  1-5000.  The  patient  now  is  about  commencing 
the  second  stage  of  labor.  Is  lying  on  the  table,  bowels  empty,  vagina  and  perineum 
clean  and  surroundings  faultless. 

Now  as  to  attendants.  Every  patient  is  delivered  by  one  of  the  hospital 
staff,  who  thoroughly  understands  the  ways  and  methods  of  the  Institution.  His 
white  coat  comes  off,  sleeves  are  rolled  up  and  he  commences  the  scrubbing  process 
with  nail  brush,  hot  water  andTinct.  green  soap,  nails  are  cleaned,  etc.,  just  as 
one  would  prepare  for  a major  operation;  after  the  hands  have  been  thoroughly 
scrubbed  and  are  clean,  they  are  immersed  in  a Sol.  of  Lysol,  1%,  which  not  only 
sterilizes  the  hands  but  also  acts  as  a lubricant.  As  labor  pregresses  the  patient  is 
frequently  examined  so  as  to  note  just  how  labor  is  progressing.  We  all  know  that 
stretching  the  cervix  causes  contraction  of  the  fundus,  and  also  pulling  down  on 
the  perineum  reflexly  increases  the  number  and  severity  of  pains,  and  also  that 
pressure  on  the  fundus  from  above  helps  patient  to  make  the  best  of  pain,  with 
the  above  aids  labor  can  be  facilitated  and  hastened.  All  during  the  second  stage 
the  foetal  heart  is  frequently  listened  for,  and  if  foetal  heart  becomes  very  rapid  or 
slow  signs  of  asphyxia  the  labor  is  hastened.  By  frequent  examination  of  both 
mother  and  foetus  one  thoroughly  knows  at  all  times  the  actual  progress  of  the 
labor,  and  the  condition  of  foetus,  and  whether  or  not  there  is  any  indication  for 
actual  interference,  in  this  way  one  can  follow  his  case  with  intelligence,  and  is 
not  simply  waiting  and  hoping  for  the  best.  I don’t  mean  to  say  that  a man  should 
over  do  it.  His  common  sense  will  at  all  times  make  him  adapt  himself  to  his 
surroundings. 

When  the  occiput  makes  its  appearance  at  the  vulva,  the  perineum  is  well 
lubricated  with  Lysol  Sol.  applied  with  right  hand  while  head  is  held  back  during 
the  pain  with  left  hand  allowing  the  perineum  to  be  gradually  distended  and 
stretched.  When  pains  are  very  severe,  the  head  well  down,  and  the  perineum 
greatly  bulging  a few  whiffs  of  chloroform  are  given,  enough  to  control  the  fre- 
quency and  severy  of  pains.  It  is  the  rule  rather  than  the  exception  at  Sloone  to 
have  the  perineum  of  primipara  after  labor  absolutely  intact,  occasionally  even  the 
fourchette  remaining. 


As  the  foetus  is  being  delivered  the  fundus  is  followed  down  by  the  hand  of 
an  attendant  and  gentle  friction  kept  up  over  the  fundns  until  at  the  end  of  15 
minutes,  the  placenta  is  then  expelled  by  the  Credé  method — The  hand  on  the 
fundus  serves  two  important  purposes — 1st.  it  stimulates  the  uterus  to  remain  well 
contracted  and  2nd,  we  know  where  the  fundus  is  at  all  times  and  are  never  sur- 
prised by  the  unexpected. 

After  the  expulsion  of  placenta  by  the  Credé  method  a hot  vaginal  Bichlor- 
ide douche  1-5000  T.  110  is  giveu  3 pints.  Never  uterine  unless  for  some  especial 
reason.  Perineum  is  examined  and  anything  2 C.  M.  or  over  sewed  up.  The  fun- 
dus is  held  for  45  minutes  after  the  3rd  stage.  At  the  end  of  that  time  a snug 
binder  is  put  on  abdomen  and  breast,  and  Temperature,  Pulse  and  Respiration 
taken  and  patient  is  carried  to  ward.  The  wards  are  so  rotated  that  every  one  is 
thoroughly  cleaned  every  10  days.  For  two  days  after  delivery,  the  patient  is  on 
fluid  diet,  which  consists  of  coffee,  soups,  milk  etc.,  3rd.  and  4th.  day  the  diet  is 
soft  and  subsequently  if  everything  is  OK.  full  diet.  Temperature,  Pulse  and  Res- 
piration are  taken  twice  daily  A.  M.  and  P.  M.  oftener  if  any  indication.  Post  Par- 
tum  cases  are  seen  twice  daily  by  Resident  Staff.  On  morning  round  height  of 
fundus,  condition  of  breasts  and  character  and  amount  of  lochia  are  noted  and  re- 
corded. Bowels  are  moved  on  the  third  day  by  Castor  Oil  and  Glycerine  usually 
1/2  oz.,  never  by  Salts  unless  we  want  to  decrease  distention  of  breasts.  If  every- 
thing progresses  favorably,  which  it  usually  does,  Temperature  very  seldom  goes 
above  normal.  The  patient  is  allowed  up  for  two  hours  in  an  easy  chair,  usually  a 
steamer  chair  on  the  7th.  day,  the  same  length  of  time  on  the  8th.  day,  on  the  9th. 
day  she  is  given  a wrapper  and  allowed  to  walk  around  a little,  10th.  and  11th. 
days  is  given  more  liberty  and  on  the  12th.  day  she  goes  home.  Before  going  home 
a careful  examination  is  made  including  involution  of  uterus,  which  is  frequently 
nearly  normal  in  size;  cervix  and  perineum.  The  condition  of  all  carefully  noted 
and  recorded.  The  condition  of  above  having  been  carefully  recorded  on  ad- 
mission. 

No  douches  are  given  subsequent  to  delivery  unless  for  some  especial  reason 
except  the  one  given  immediately  after  the  delivery  of  placenta. 

A few  words  about  some  of  the  things  which  are  most  important  to  us  as 
Practitioners  and  which  we  are  liable  to  frequently  meet  with. 

Post  Partum  Hemorrhage,  this  I thoroughly  realize  is  a subject  in  itself  for 
a paper,  but  just  a word  about  it.  Profuse  bleeding  can  in  so  many  cases  be  avoided 
if  labor  be  properly  conducted.  It  is  most  frequently  due  to  uterine  inertia,  and 
best  controlled  l3y  expressing  clots,  friction  over  fundus,  a uterine  douche  Acetic 
acid  2%  T.  120.  Hemorrhage  from  the  cervix  seldom  gives  us  any  trouble  and 
usually  controls  itself  if  a good  tight  pad  be  put  over  the  vulva.  As  to  how  to  differ- 
entiate a hemorrhage  from  the  cervix  from  one  from  higher  up  it  is  not  so 
difficult  to  remember  that  when  fundus  contracts  the  cervix  relaxes  and  when  cervix 
is  contracted  the  fundus  is  relaxed.  This  is  one  of  the  fundamental  laws  of 
Parturition.  If  some  oozing  continue  and  the  fundus  is  well  contracted,  we  can 
rest  assured  that  bleeding  is  coming  from  cervix.  If  fundus  is  relaxed  then  proba- 
bly from  fundus.  Amount  of  hemorrhage  was  always  estimated  and  weighed,  and 
if  16  oz.  or  over  was  lost  a hot  saline  enema  given  I pt.  and  one  ounce  of  whisky 
for  every  16  oz.  of  blood  represented,  and,  gentlemen,  it  is  often  remarkable  with 
what  great  avidity  the  fluid  is  taken  up,  and  how  the  pulse  improves  corre- 
spondingly. 

Another  bugbear  is  retained  membranes.  By  retained  membranes  I mean,  of 
course,  retained  Chorion  as  the  Amnion  is  never  retained.  What  shall  we  do  in 
the  way  of  treatment?  Examine  placenta  for  membranes,  if  1/5  of  chorion  is  left 
behind,  why  leave  alone  give  hot  douches  A.  M.  and  P,  M.  for  next  two  or  three 
days;  if  more  than  1/5  or  entire  chorion  is  left  behind,  then  what  shall  we  do?  If 
hemorrhage  has  been  slight  and  easy  then  I should  strongly  advise,  to  go  up  into 
the  utetus  with  Tucker’s  membrane  forceps  which  I will  pass  around,  everything 
of  course  aseptic,  no  necessity  for  an  anaesthetic.  Wash  out  uterus  with  Bichloride 
Sol.  1-5000,  if  hemorrhage  has  been  profuse  or  Tabor  difficult,  wait  21  hours  at  the 
end  of  that  time  go  up  with  membrane  forceps,  clean,  and,  gentlemen,  you  would 
be  surprised  with  what  facility  the  retained  chorion  is  frequently  removed,  follow 
by  a uterine  douche. 


Cervix  and  Perineum.  It  is  very,  very  seldom  necessary  to  cut  cervix,  for  in  a 
record  of  over  6000  cases  at  the  Sloone  there  never  was  a single  time  that  the 
cervix  was  cut  and  many  cases  there  are  emergency  cases  including  numerous  cases 
of  Eclampsia. 

Perineum.  It  is  never  necessary  or  wise  to  incise  the  perineum,  not  even  in 
Eclampsia  cases,  as  when  patient  is  under  Chloroform  she  is  thoroughy  under 
control,  even  if  patient  with  Eclampsia  have  edema  of  lungs.  The  rapidity  of 
the  labor  can  always  be  regulated  thoroughly  while  the  forceps  are  on  the  head,  or 
the  hand  can  usually  be  gotten  through  cervix  if  version  be  preferred. 

Fever.  In  the  vast  majority  of  cases  temperature  never  is  above  99°  F.  whether 
labor  was  normal  or  instrumental, — when  temperature  does  occur  if  one  is  sure 
that  everything  has  been  clean  and  that  placenta  and  membrane  came  away  in 
toto.  Then  we  ought  to  first  think  of  other  causes  of  fever  in  the  non  puerperal 
state,  Pneumonia,  Tonsilitis,  Tuberculosis,  Malaria  etc.  Of  course  when  they  are 
excluded  we  come  down  to  other  causes.  1st.  Constipation  will  in  many  Post  Partum 
cases  cause  a rise  to  101,  102°F.,  when  bowels  are  open  temperature  drops. 

2.  Breasts,  a rise  of  temperature  and  pulse,  with  or  without  a chill  with  a 
tender  red  spot  on  one  or  both  breasts  means  pus,  the  rise  of  the  temperature  I 
consider  very  important  in  these  cases. 

3.  Retained  and  fetid  lochia  due  to  uterus  becoming  markedly  antiflexed  or 
retroverted,  interfering  with  outward  flow,  occasionally  gives  rise  to  some  fever. 
Treatment,  correct  position,  and  hot  douches. 

Breasts.  The  annoyance  to  * so  many  Practitioners.  With  strict  attention  to 
position  and  cleanliness,  more  especially  of  the  nipples,  much  trouble  and  annoy- 
ance can  be  avoided.  Avery  able  Obstetritian  once  said:  Took  after  the  nipples 
and  breasts  will  take  care  of  themselves.  By  position  I mean,  don’t  allow  the 
breast  to  sag  down  and  become  caked,  and  tender  in  outter  and  lower  portion.  An 
occasional  dose  of  salts  will  relieve  in  distention  of  over  filled  breast;  if  it  cannot 
be  otherwise  overcome  extra  nursing  and  massage. 

Nipples.  Very  important.  To  be  thoroughly  cleansed  with  Tot.  Sol.  of 
Boric  acid  before  and  after  nursing — also  necessary  to  thoroughly  cleanse  infant’s 
mouth,  and  to  keep  next  to  nipple  a square  of  surgeons  lint  smeared  with  vaseline 
or  alboline  before  and  after  nursing — craked  nipples  which  so  frequently  occur  for 
first  week  or  two  of  nursing  and  the  cause  of  so  much  trouble,  as  through  the 
craks  the  infection  goes  to  the  caked  breasts  and  an  abscess  results.  Here  indeed 
a little  precaution  and  care  will  save  much  future  trouble.  When  nipple  is  cracked 
apply  Agno  3 Sol.  8%  forms  a protection  over  crack,  under  which  it  heals, 
and  then  mothers  have  used  nipple  shields.  An  abscess  of  the  breast  in  Sloone 
Maternity  Hospital  is  something  very,  very  uncommon  and  everyone  feels  very 
much  chagrinned  if  one  develops  on  the  service. 

I would  like  in  this  paper  to  cover  many  other  parts  of  obstetrics.  Indication 
for  Premature  labor.  Accidental  Hemorrhage — Placenta  previa — Eclampsia  etc. 
But  my  paper  has  already  grown  somewhat  voluminous.  Man)7  parts  have  been 
mentioned  in  this  paper,  which  I hope  will  bring  out  a thorough  discussion. 


CHOLEMIA  AND  HEMORRAGE 


BY 

D.  TOD  GILLIAM,  M.  D. 

(COLUMBUS,  O.) 

Relationship  of  Cholemia  and  Hemorrhage. — The  prevailing  belief,  founded 
on  the  teachings  of  text  books  and  voiced  in  current  medical  literature,  that  cho- 
lemia tends  to  diminish  the  plasticity  of  the  blood  and  leads  to  intractable  and 
oftentimes  uncontrollable  hemorrhage  demands,  as  I believe,  reconsideration.  In 
the  hematogenous  form  of  jaundice  due  to  some  occult  metabolic  blood  change 
there  undoubtedly  exists  a diminished  plasticity  of  the  blood.  But  these  are  not 
the  cases  with  which  the  surgeon  has  to  deal,  nor  are  they  the  cases  in  which  we 
find  the  intense  and  persistent  jaundice  which  the  surgeon  dreads.  While  there 
may  be  and  probably  is,  a modicum  of  truth  reference  to  the  hemorrhagic  ten- 
dency in  hepatogenous  jaundice,  I am  persuaded  that  the  effect  of  cholemia  on 
the  blood  plasticity  is  greatly  over  estimated  and  that  we  must  seek  elsewhere 
for  an  explanation  of  the  disastrous  consequences  attending  operations  on  such 
subjects. 

It  has  been  my  fortune  to  operate  on  quite  a number  of  cases  of  deep  and 
persistent  jaundice,  in  some  of  which  I have  opened  the  gall  bladder  and  in  others 
have  left  this  viscus  undisturbed.  In  no  case  in  which  the  gall  bladder  was  not  in- 
terfered with  have  I had  any  trouble  from  hemorrhage.  These  latter  include  some 
of  the  worst  cases  of  cholemia  that  I have  ever  encountered.  Having  met  with  a 
series  of  such  cases  in  the  early  history  of  my  experience  in  abdominal  surgery,  1 
began  to  mistrust  the  relationship  of  cholemia  and  hemorrhage.  Suddenly  I had 
my  newly  formed  conceptions  rudely  shaken  by  a death  from  hemorrhage  after 
cholecystotomy  in  a cholemic  patient. 

Conceiving  the  hemorrhage  to  come  from  the  line  of  incision  in  the  abdo- 
minal wall  and  after  vainly  trying  styptics  and  local  compression,  I opened  up  the 
wound  down  to  the  peritoneum,  separated  the  surfaces  widely,  applied  the  thermo- 
cautery to  the  entire  surface  and  packing  tightly  with  gauze,  closed  the  wound 
over  it  by  the  interrupted  silk  worm  gut  sutures  that  had  been  introduced  as 
usual  for  the  closure  of  the  abdominal  wound.  In  doing  this  I had  hermetically 
sealed  the  opening  to  the  gall  bladder.  As  there  was  no  consequent  external  he- 
morrhage I was  congratulating  myself  on  a successful  issue,  when  thirty  hours 
after,  the  patient  gave  evidence  of  collapse,  ejected  a large  quantity  of  blood  from 
the  stomach  and  died. 

I was  at  that  time  in  doubt  whether  the  blood  came  from  the  stomach  or 
the  biliary  tract.  In  another  and  recent  case  I rould  determine  with  certainty 
that  the  hemorrhage  proceeded  from  the  gall  bladder  and  in  this  case  I removed 
the  drainage  tube  and  with  a Damarck  packer  filled  the  gall  bladder  with  gauze. 
This  gauze  was  in  one  long  strip  and  had  been  soaked  in  a saturated  solution  of 
alum.  During  the  subsequent  forty  eight  hours  there  was  a considerable  discharge 
of  blood  externally  which,  however,  ceased  and  was  replaced  with  bile.  I will  here 
say  that  in  an  extensive  search  through  medical  literature  the  only  allusion  I find 
to  the  gall  bladder  as  the  principle  source  of  hemorrhage  in  this  class  of  cases  was 
found  in  Dennis’  surgery. 
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Expulsive  Power  of  the  Gall  Bladder. — On  the  third  day  after  the  packing, 
notwithstanding  that  a compress  of  alum  soaked  gauze  had  been  placed  over  the 
outlet  and  secured  by  an  abdominal  binder,  the  gall  bladder  packing  was  expelled 
and  found  lying  over  the  mouth  of  the  opening.  This  (though  not  directly  perti- 
nent to  the  question  under  consideration)  gave  me  an  idea  of  the  wonderful  con- 
tractile and  expulsive  power  of  the  gall  bladder.  It  also  explains  the  facility  with 
which  calculi,  even  of  large  size,  may  be  expelled  spontaneously  when  not  remov- 
ed at  the  time  of  operation.  This  should  teach  us,  I think,  that  prolonged  and 
violent  effort  to  remove  calculi  in  a weak  and  failling  subject  is  scarcely  justifi- 
able. This  applies  especially  to  calculi  lodged  in  the  cystic  duct  when  not  impact- 
ed. Recent  experience  illustrates  this  phase  of  the  question.  The  patient  was  a 
delicate,  fine  strung  woman  who  had  been  bedfast  for  three  months  and  had  long 
been  suffering  from  cholangitis  and  gall  stones  with  daily  chills,  fever  and  sweat- 
ing until  her  condition  became  alarming.  I removed  several  dozen  gall  stones 
from  the  gall  bladder,  but  finding  difficulty  in  dislodging  three  from  the  duct 
concluded  to  leave  them. 

In  the  course  of  a week  these  calculi  were  extruded  and  removed  with  the 
dressings.  In  case  of  impacted  gall  stones  I think  it  better  to  remove  them  at  the 
time  of  operation  even  at  a very  considerable  risk. 

Source  of  Hemorrhage. — If  it  can  be  shown  that  the  hemorrhage  of  cho- 
lemia  is  not  diathetic,  that  it  proceeds  from  local  conditions  and  causes,  then  we 
shall  have  made  a decided  step  in  advance  and  brought  ourselves  much  nearer  t o 
a rational  therapeusis.  That  the  blood  is  not  devoid  of  coagulating  properties  is 
manifest  in  the  clots  which  form  after  its  discharge.  True  the  clooting  is  neither 
so  firm  nor  so  general  as  under  normal  conditions,  but  this  may  be,  and  probably 
is,  due  to  some  modifying  property  of  the  structures  or  secretions  with  which  it 
comes  in  contact  as  will  appear  later.  Another  fact  which  I have  observed  without 
exception,  is  that  the  hemorrhage  does  not  occur  for  some  hours  or  even  days 
after  the  operation.  On  this  feature  I shall  not  venture  an  opinion,  nevertheless 
it  is  significant  as  indicating  no  marked  change  in  the  plasticity  of  the  blood  else 
we  should  have  hemorrhage  from  the  beginning.  In  view,  therefore,  of  the  fact 
that  the  hemorrhage  of  cholemia  does  not  occur  when  the  gall  bladder  is  not  open- 
ed and  that  it  does  not  proceed  from  the  abdominal  incision  where  this  viscus  is 
opened;  that  the  blood  is  coagulable,  and  that  it  is  easily  staunched  during,  and 
seldom  give  trouble  until  many  hours  after  the  operation,  I am  persuaded  that 
the  hemorrhage  of  cholemia  is  not  so  much  due  to  a blood  change  per  se,  as  to  a 
structural  change  in  the  mucosa  of  the  gall  bladder,  usually  associated  with  a 
cholangitis.  The  absence  of  coagulability,  if  indeed  there  be  such,  may  be  explain- 
ed by  some  such  influence  of  the  tissues  or  secretions  as  obtains  in  the  uterine 
cavity  due  to  the  lymphoid  elements. 

Treatme?it. — Taking  into  consideration,  therefore,  the  purely  topical  charac- 
ter of  the  hemorrhage  and  bearing  in  mind  the  excellent  results  of  treatment 
addressed  to  the  source  of  hemorrhage,  as  in  packing  the  gall  bladder,  were  I to 
have  another  case  I should  pursue  a more  radical  course,  a course  based  upon  the 
analogy  of  gall  bladder  hemorrhage  and  that  of  other  hollow  organs,  notably  the 
uterus.  After  emptying  the  gall  bladder  and  irrigating.  I should  instil  hydrogen 
dioxid  which  serves  the  double  purpose  of  a germicide  and  powerful  hemostatic. 
This  should  be  followed  by  a gauze  pack.  The  gauze,  which  should  consist  of  one 
long  strip,  should  be  introduced  with  care  and  precision  so  as  to  equibly  and  quite 
fully  distend  the  organ.  Over  this  a compress  and  snug  bandage. 

Some  Theoretical  considerations. — Having  seen  that  the  hemorrhage  comes 
from  the  gall  bladder  and  on  the  hypothesis  that  it  depends  on  some  change  in  the 
mucosa  it  has  occurred  to  me  that  a more  radical  treatment  migth  be  indicated,  a 
treatment  that  would  produce  a marked  alterative  effect  on  the  mucosa  such  as 
we  aim  to  produce  in  the  bleeding  uterus. 

After  emptying  the  gall  bladder,  irrigating  and  drying  its  interior  I would 
swab  it  out  with  strong  carbolic  acid  as  nearly  pure  it  can  be  made,  to  retain  its 
liquid  state  at  ordinary  temperature.  The  swab  should  not  be  so  charged  as  to 
allow  dripping  or  running  of  the  acid,  as  free  acid  in  the  gall  bladder  might  find 
its  way  into  the  intestinal  tract.  The  entire  surface  should  be  gone  over  methodi- 
cally and  this  should  be  followed  by  a gauze  pack.  It  might  be  objected  that  as 
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the  gall  bladder  mucosa  is  so  prone  to  necrosis  it  would  be  dangerous  to  use  an 
escharotic  of  such  potency  as  carbolic  acid.  I confess  that  I should  fear  to  use  a 
milder  solution  of  carbolic  acid  from  its  known  tendency  to  produce  necrosis,  but 
here  I should  expect  the  best  results,  not  only  as  an  hemostatic,  but  also  as  a 
germicide.  I should  have  no  fear  of  systemic  intoxication  from  absorption  because 
of  the  immediate  and  powerful  escharotic  effect,  which  not  only  blocks  absorption, 
but  produces  a non -poisonous  organic  combination.  Curettage  of  the  gall  bladder 
may  be  found  to  be  a valuable  adjunct,  or  rather  precursor  of  the  foregoing,  but 
I should  hesitate  to  resort  to  it  because  of  the  pliability  and  vulnerability  of  the 
organ.  It  would  also  be  time  consuming  which  is  often  a matter  of  much  moment 
in  the  class  of  cases  under  consideration. 


FACE  PRESENTATIONS 


BY 


JOH/N  A.  LgO/NS,  M.  T>. 


(CHICAGO ) 


Mr.  President,  Ladies,  Genteemen 

and  Members  of  the  Third  Pan-American  Medicad  Congress: 

Your  secretary  on  the  section  of  obstetrics  very  recently  invited  me  to  read  a 
paper  before  you,  and  realizing  somewtat  the  circumstances  due  to  delays  and  other 
unavoidable  conditions  under  which  his  section  was  likely  to  suffer,  but  more 
especially  because  I appreciate  the  honor  he  conferred  upon  me,  and  for  which  I 
now  desire  to  thank  him,  and  asking  your  indulgence  in  advance  for  the  many  errors 
apparent,  I will  endeavor  to  lay  before  you,  in  compliance  with  his  request  my 
personal  experience  coupled  with  a few  observations  on  the  personal  experience 
coupled  with  a few  observations  on  the  personal  experience  of  a number  of  my 
friends  (avoiding  personality)  relative  to  face  presentations.  It  is  not  here 
intended  to  delve  scientifically  into  the  cause  of  face  presentations,  the  mechanism 
of  their  delivery  nor  yet  deeply  into  the  manner  of  treatment  of  the  simple  or  even 
many  of  the  most  difficult  cases  we  as  obstetricians  are  called  upon  to  deliver  to 
the  best  interest  of  the  mother  and  of  the  living  viable  child,  in  its  sometimes 
perilous  course  to  life.  But  rather  do  I desire  among  other  observations  to  call  your 
attention  in  a most  respectful  manner  to  the  relative  frequency  of  face  presentations 
as  I have  seen  them  in  private  practice  as  compared  to  the  generally  accepted  tabu- 
lated statistics  contained  in  our  text-books  and  to  refer  incidentally  to  a few  aids 
in  the  treatment  of  some  cases. 

Carpentier,  1 in  his  excellent  contribution  on  face  presentations,  says  that 
according  to  Pinard,  the  anomaly  occurs  at  the  Maternity  Hospital  in  Paris  once  in 
about  250  times.  Lusk  2 quoting  him,  accepts  Pinard’s  results  without  comment, 
thus  undoubtedly  agreeing  with  him.  Jewett,  3 and  King,  4 give  the  same 
ratio  of  1 to  250  without  giving  their  source  of  information,  Reynolds,  5 while  not 
definitely  stating  the  frequency  of  face  presentations,  claims  the  vertex  presents 
in  about  97  cent  of  all  labors,  the  breech  in  about  2 per  cent,  and  the  remaining 
1 per  cent  is  made  up  of  brow,  face  and  transverse  presentations,  the  face  and 
transverse  presentations  being  more  frequent  than  brow.  He  apparently  concedes 
about  a half  of  one  per  cent  of  all  labors  to  face  presentations,  and  although  this 
is  a somewhat  better  percentage  than  the  other  authorities  quoted,  it  is  not  yet 
in  my  opinion  sufficiently  large.  In  fact,  my  experience  would  justify  me  in  quot- 
ing a percentage  table  of  labors  about  as  follows: 


In  concluding  that  face  presentations  occur  more  frequently  than  is  gener- 
ally suppossed,  I am  supported  both  verbally  and  in  writing  by  many  busy  gener- 


Vertex  Presentations 

Breech 

Face 

Brow  and  transverse  presentations  about 


93.5  per  cent. 
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.25  of  one  per  cent  each. 
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al  practitioners  having  collectively  a large  obstetric  practice,  but  without  at 
present  a tabulation  of  their  cases.  With  this  lack  of  positive  statistics  I do  not 
presume  to  intrude  upon  Charpentier’s  hospital  collection  nor  yet  to  question  the 
results  of  Spiegelberger,  6 who  from  almost  a hundred  thousand  cases  collected 
from  private  practice,  arrived  at  concessions  similar  to  those  given  by  Reynolds, 
and  whose  laborious  undertaking  not  only  set  a pace  most  difficult  to  follow,  but 
commanded  the  respect  of  such  masters  as  Tarnier,  Naegele,  Chantruil,  Rusk, 
Playfair  and  others,  but  may  not  I ask,  are  his  statistics  applicable  to-day  to  the 
very  large  cities  where  distortions  of  the  pelves  and  spines  of  our  girls  are  un- 
questionable aided  by  habits  which  seem  very  difficulty  to  control,  but  which  are 
none  the  less  responsible  in  a measure  for  some  of  the  etiological  factors  which 
produce  face  and  other  abnormal  presentations. 

In  maintaining  this  apparently  large  percentage  of  face  presentations,  I,  of 
course,  have  included  quite  a few  cases  to  my  personal  knowledge,  the  diagnoses 
of  which  were  made  only  after  forcible  instrumental  delivery  of  the  head  through 
a badly  torn  perineum,  had  determined  that  a face  presented,  and  resulted  dis- 
astrously to  the  life  of  the  child  besides  causing  no  small  degree  of  extra  suffering 
to  the  unfortunate  mother.  To  most  of  these  latter  cases  I had  the  pleasure  of 
assisting  by  giving  the  anesthetic  in  my  early  practice,  and  even  then  I imagined 
patient  and  good  judgment  gave  way  to  hurry  and  excitement,  because  of  the 
delay  and  exhaustion  caused  the  operators  by  their  tedious  labors. 


ETIOLOGY 

As  to  the  cause  of  face  presentations  we  are  indebted  to  Ahlfeld  7 more, 
perhaps,  than  to  any  other  obstetrician  for  a collection  of  associated  events  res- 
ponsible for  this  anomaly.  And  he  arrived  at  his  conclusions  after  a careful  analy- 
sis of  a large  number  of  cases  closely  observed.  The  prominent  causes  mentioned 
by  him  are  narrow  pelves,  enlargement  of  the  thyroid  gland  causing  separation  of 
the  chin  from  the  chest,  a large  or  protruding  thorax  preventing  normal  flexion 
of  the  child’s  head;  also  from  excessive  lateral  obliquity  of  the  uterus.  This  obliquity 
King  8 claims  to  be  the  only  well  defined  cause  known  in  the  production  of  face 
presentation,  as  it  permits  the  uterine  contractions  to  press  the  occipital  pole  of 
the  occipito-mental  diameter  upon  either  the  right  or  left  edge  of  the  pelvic  brim, 
where  it  remains  solidly  fixed,  until  the  uterine  contractions  operate  on  the  chin 
to  force  it  down  into  the  pelvic  cavity,  thus  causing  a face  presentation.  My  no- 
tation here  made  was  taken  from  King’s  third  edition  of  his  most  excellent  little 
manual  of  obstetrics,  which  is  his  latest  work  in  my  possessions,  his  later  edition 
may  have  corrected  this  error,  for  it  is  now  well  known  that  a contracted  pelvis 
independent  of  an  excessive  oblique  uterus,  may  cause  a face  presentation  in  almost 
a similar  manner,  viz.,  by  the  occiput  impinging  on  the  protruding  sacrum  or 
distorted  brim  until  the  uterine  contractions  force  the  chin  down  into  the  pelvic 
cavity  and  thus  just  as  easily  cause  a face  presentation,  and  moreover  one  that  is 
usually  very  difficult  to  guide  safely  through  the  pelvic  canal,  as  the  aftercoming 
body  is  more  or  less  detained.  Ahlfeld  further  mentions  as  causes,  coiling  of  the 
cord  around  the  child’s  head.  This,  as  a cause,  would  entirely  depend  upon  how  it 
became  fastened.  If  the  tension  of  the  cord  was  greatest  at  the  back  of  the  child’s 
head  or  neck , then  extension  instead  of  flexion  could  take  place. 

Mobility  of  the  fetus,  due  either  to  excessive  liquor-amnii  or  to  a small 
sized  child,  he  says  will  act  as  an  etiological  factor,  so  also  will  an  oblique  position 
of  the  fetus  in  útero;  and  a pendulous  abdomen  mentioned  by  Jewett  9 will  oc- 
casionally act  in  a manner  similar  to  the  lateral  oblique  uterus. 

Again  it  is  not  at  all  difficult  to  agree  with  Hecker  10  who  first  called  attention 
to  dolicho-cephalus  (excessive  length  of  the  occipital  portion  of  the  head)  as  a very 
powerful  factor  in  producing  face  presentations.  The  elongated  occiput  becomes 
arrested  more  easily  than  would  a normal  occiput,  the  uterine  contractions  forcing 
down  the  chin  which  is  now  converted  into  the  short  end  of  a lever  and  thus  result 
in  a face  presentation  Lusk  U calls  attention  to  the  fact  that  prolapsed  extremities 
encroaching  upon  the  pelvic  space  may  affect  the  mechanism  sufficiently  to  produce 
face  presentations.  With  which  we  entirely  agree,  and  with  Ahlfeld  12  I have  notic- 
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ed  that  within  the  pelvis  an  unusual  projection  of  the  spines  of  the  ischia  tends  to 
arrest  the  occiput  and  cause  extension  instead  of  flexion  and  thus  toward  the  outlet 
a face  presentation  takes  place,  which,  at  the  inlet,  started  as  a vertex. 

DIAGNOSIS 

While  there  should  be  very  little  difficulty  making  a diagnosis  of  face  presen- 
tations, yet  I have  seen  more  doubt  displayed  in  determining  this  position  than 
in  any  other  form  of  presentation. 

The  abdominal  signs,  such  as  the  heart  sounds  and  small  parts  being  on  the 
same  side,  should  aid  us,  so  also  should  the  sulcus  very  sharply  formed  by  the 
extended  head  against  the  child’s  back. 

The  breech  and  cephalic  prominence  found  on  the  same  side  of  the  median 
line  naturally  indicates  the  extended  head  is  in  relation  with  its  back  and  the  face 
is  presenting.  Then  again,  this  cephalic  mass  fills  but  one  side  of  the  pelvis. 

By  vaginal  examination  we  should  easily  distinguish  first  the  malar  bones, 
then  the  nostrils,  and  the  mouth  should  be  differentiated  from  the  anus  by  the 
hard  alveolar  processes.  Then  the  chin  and  in  the  opposite  direction  the  orbital 
ridges  and  forehead. 

A correct  diagnosis  should  be  made,  if  possible,  without  rupturing  the  mem- 
branes, when  the  mechanism  of  delivery  should  be  determined  upon,  and  if  possi- 
ble, but  before  labor  advances,  a Schatz’  operation  should  be  performed  to  reduce 
the  face  into  a vertex  presentation.  This  failing,  we  should,  by  patience  and  gentle 
efforts,  aim  to  aid  the  chin  present  anteriorly  and  patience  alone  will  usually  suf- 
fice, for  the  tendency  of  even  mento-posterior  positions  is  spontaneous  rotation 
until  the  chin  engages  beneath  the  public  arch,  when  flexion  and  restitution  soon 
follows,  for  the  head  having  once  engaged  in  the  pelvis,  the  chin  descends  along 
the  lateral  wall  toward  the  perineum  and  usually  rotates  by  gliding  downward  and 
forward  upon  the  perineal  body.  In  accordance  with  a well-known  mechanical 
principle,  that  “bodies  propelled  will  move  in  the  direction  of  least  resistance.’’ 
The  chin  now  having  reached  the  edge  of  the  perineal  body  and  under  the  pubic 
arch,  flexion  soon  begins,  and  as  the  chin  rises  up  over  the  glans  clitoridis  the 
occiput  soon  escapes  at  the  perineum,  when  it  should  be  gently  guided  by  the  hand 
of  the  operator  until  restitution  takes  place  and  until  the  right  or  left  shoulder 
rotates,  and  is  fully  delivered  beneath  the  pubes. 

TREATMENT 

In  the  treatment  of  face  presentations,  we  have  all  been  taught  to  preserve 
amniotic  fluid  as  long  as  possible,  and  this  indeed  is  of  vital  importance  toward 
the  preservation  of  the  child  and  the  vitality  of  the  mother,  for  if  the  membranes 
be  prematurely  ruptured  and  the  fluid  discharged  we  have  lost  our  best  wedge  for 
dilating  the  cervix,  and  have  left  but  a very  poor  substitute  in  any  portion  of  the 
body  for  this  purpose,  but  more  especially  so  when  the  face  presents.  Hence  un- 
necessary examining  should  be  avoided  and  when  made,  either  to  determine  the 
diagnosis  or  occassionally  the  progress  of  the  case,  the  greatest  care  possible  should 
be  employed  to  preserve  the  membranes.  For  this  reason,  Baudelocque,  should  not 
be  attempted  until  cervical  dilation  is  almost  complete,  as  the  effort  to  produce  a 
vertex  by  pushing  up  with  the  fingers  the  chin,  the  fossae  caninae  and  the  brow 
by  internal  manipulation  as  he  directs  is  very  likely  to  rupture  them.  However, 
after  their  rupture  this  procedure  combined  with  Schat’z  manipulation  through  the 
abdominal  wall,  will  prove  more  successful  than  either  of  these  methods  alone. 
But  it  should  not  be  forgotten  that  a mento-anterior  by  this  manipulation  is  con- 
verted into  an  occi pito-posterior  presentation,  and  this  being  almost  as  undesirable 
as  a mento-anterior,  we  should  therefore  endeavor  to  reach  the  posterior  suhlder 
and  aided  by  external  manipulation  turn  the  occiput  and  dorsum  to  the  front.  Thus 
converting  both  abnormal  presentations  into  a normal  one,  viz.,  an  occipito-anterior. 

Again,  having  converted  a mento-anterior  presentation  into  an  occipito- 
posterior  and  then  hoping  to  obtain  an  occipito-anterior  by  posture,  that  is,  by 
placing  the  mother  in  the  latero-prone  or  even  in  the  genupectoral  positions,  usu- 


ally  fails,  for  as  a rule,  a spontaneous  return  to  the  face  rather  than  to  a normal 
presentation  wall  take  place.  Hence  to  continue  the  manipulation  by  turning  the 
child  as  above  advised  is  best. 

In  mento-posterior  positions  with  the  face  immovably  fixed,  husk  13  calls 
attention  to  two  cases  by  Hicks  and  one  each  by  Smellie  and  Braun  of  Vienna,  in 
which  they,  with  forceps,  delivered  the  head  by  drawing  the  chin  down  over  the 
sacrum  and  perineum,  when  the  occiput  and  calvarium  glided  underneath  the 
pubes.  He  also  mentions  two  cases  in  which  I.  E.  Taylor  extracted  the  children 
with  straight  forceps  after  he  had  made  bilateral  incision  of  the  perineum.  Both 
children,  however,  were  dead  before  extraction.  Having  had  the  unusual  experi- 
ence of  delivering  alive  two  impacted  mento-posterior  presenting  children  I will 
simply  explain  the  manner  of  their  delivery  by  reporting  the  cases. 

On  January  13.  1896,  repeated  efforts  having  been  made  to  deliver  Mrs.  P., 
age  about  33  years,  from  an  impacted  mento-posterior  presentation;  the  child 
being  alive  and  viable,  a symphysiotomy  was  about  to  be  performed  as  a last 
resort.  But  having  a dislike  to  that  operation  because  of  the  usually  tedious  re- 
covery of  the  mother  and  the  great  care  necessary  to  prevent  infection,  I made  a 
perineal  median  incision  (median  episiotomy)  almost  to  the  sphincter  ani,  turned 
the  mother  in  a position  resembling  a modified  knee-chest  posture,  and  introduced 
the  ordinary  obstetric  forceps  (Elliot  pattern),  but  with  their  great  curvature 
directed  against  the  anterior  vaginal,  instead  of  against  the  posterior  vaginal  wall, 
or  exactly  reversed  to  their  usually  applied  position.  In  this  posture  of  mother  and 
position  of  forceps,  I delivered  the  child  in  very  good  condition  without  further 
injury  to  the  mothers’s  pelvis  or  soft  part.  Indeed,  I was  surprised  at  the  ease  with 
which  the  child  was  now  delivered  as  compared  with  our  efforts  and  failure  in  the 
dorsal  decubitus  with  axis  traction.  Because  of  this  modified  knee-chest  posture, 
the  now  pendulous  abdomen  and  fundus  uteri  undoubtedly  aided  me  in  obtain- 
ing decent,  flexion  and  restitution  over  the  sacrum,  and  a living  child  was  born 
which  would  otherwise  have  been  sacrificed:  the  mother  and  child  recovering 
as  from  a normal  labor. 

To  a second  and  similar  case  I was  called  on  November  12th,  1898  and 
found  Mrs.  F.,  age  31  years,  in  labor  with  a severely  neglected  mento-posterior 
position  of  the  child,  which  failed  to  respond  to  the  force  applied  in  the  usual 
manner,  and  remembering  my  experience  of  three  years  previous,  I immediately 
proceeded  as  above  described  with  equally  gratifying  results,  saving  an  apparently 
doomed  child  to  a happy  mother  and  father. 

Limited  though  this  experience  is  in  this  as  an  obstetric  position  in  the  ex- 
tremely bad  mento-posterior  presentations,  I feel  justified  in  commending  a trial 
of  it  with  the  forceps  reversed  in  their  application  and  also  as  an  aid  to  success  I 
would  advise  that  a median  or  a bilateral  episiotomy  be  performed,  the  former 
preferred.  I believe  this  combination  will  often  prevent  the  necessity  of  symphysi- 
otomy, cesarean  section  and  even  craniotomy.  I will  further  ask  your  indul- 
gence while  reporting  another  case  in  which  posture  of  the  mother,  it  seemed  to 
me,  materially  aided  not  only  our  forceps  delivery,  but  also  in  saving  the  life  of 
at  least  the  child  and  possibly  of  the  mother. 

I was  called  to  Mrs.  G. , age  21  years,  a primípara,  who  was  in  labor  on 
Nov.  11,  1900  seventy-two  hours.  Upon  examination  I found  a brow  presenting 
dorsum  of  child  to  mother’s  back  with  the  right  shoulder  resting  on  the  sacrum  of 
a contracted  conjugate  about  5.5  cm.  in  diameter.  With  the  mother  lying  in  the 
dorsal  position  the  uterine  contractions,  and  later  traction  with  forceps  could  not 
displace  the  shoulder  from  the  protruding  sacrum,  and  extension  of  the  child’s 
head  with  the  hope  of  producing  a mento-anterior  presentation  was  also  impossi 
ble,  its  occiput  striking  hard  against  the  under  surface  of  the  mother’s  sacrum  with 
uach  effort  at  extension,  and  prolapsus  funis  having  taken  place  from  the  manipu- 
lations thus  employed,  version  because  of  the  prolapsed  cord  was  now  indicated. 
Bet  even  this  procedure  because  of  the  contracted  pelvis  would  have  made  turning 
the  child  exceedingly  difficult,  and  almost,  if  not  quite,  impossible,  the  delivery 
of  the  aftercoming  head.  In  this  extremity  we  quickly  resorted  to  the  modified 
knee-chest  position,  applied  the  forceps  in  their  usual  manner  and  with  some  dif- 
ficulty the  shoulder  became  displaced  from  the  sacrum  and  we  obtained  a mento- 
anterior presentation,  delivering  the  child  as  rapidly  as  possible  after  which  the 
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little  one  required  considerable  attention  to  resuscitate,  but  she  is  to-day  a fine 
healthy  girl.  Median  episiotomy  was  also  in  this  case  preformed  in  order  to  facili- 
tate the  rapid  delivery  of  the  child,  without  the  necessity  of  waiting  for  careful 
dilatation  of  the  perineum,  “the  end  obtained  justifying  the  means.”  Episiotomy 
in  difficult  extractions  of  the  head  will  save  many  stellate  vaginal  tears  and  also 
consequent  after  bad  effects  to  the  mother.  I have  performed  many  of  these  little 
operations  to  facilitate  labor,  and  to  prevent  perineal  stellate  rupture,  or  instru- 
mental laceration,  with  exceedingly  good  results  to  mother  and  child,  never  failing 
to  obtain  primary  union,  and  with  a perineum  practically  perfect,  very  much  better 
support  being  obtained  by  the  mother  afterwards  than  from  those  perinei  that 
are  allowed  to  overdistend  and  thus  to  destroy  their  muscular  tone,  or  where  multi- 
ple tears  are  caused  which  are  practically  impossible  of  repair. 

In  conclusion  let  me  refer  to  one  of  the  many  terse  remarks  of  that  eminent 
gynecologist  Joseph  Price  14  of  Philadelphia,  who,  in  closing  the  discussion  of  his 
paper  on  appendicitis  at  the  meeting  of  the  American  Medical  Association  at 
Atlantic  City,  New  Jersey,  last  year,  and  evidently  intending  his  remarks  as  a 
reply  to  a query  of  Dr.  Warner  of  Columbus,  as  to  when  he  would  operate  in  append- 
icitis, he  said:  “When  to  operate,  depends  wholly  upon  the  diagnosis,  and  I 
would  rather  operate  99  doubtful  cases  than  to  lose  one  that  should  be  saved.” 
And  in  closing  he  remarked,  “none  of  your  appendicitis  cases  should  die.”  May 
we  not  as  safely  assert  that  with  a clean  pelvis  devoid  of  infection,  and  with  the 
aid  of  posture,  free  deliberate  incision  when  necessary,  with  a proper  application 
of  forceps,  not  handling  these  instruments  with  undue  foree,  none  of  our  face 
presenting  children  should  die,  neither  should  their  mothers. 
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REMARKS  ON  APPENDICEAL  ABCESS 
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The  question  of  the  presence,  or  absence  of  pus  in  appendicitis  is  one  of  the 
most  important  questions  that  we  have  to  decide  upon  in  the  treatment  of  this,  the 
most  important  of  all  abdominal  diseases,  for  if  pus  is  present  an  operation  should 
be  performed  to  allow  its  escape,  otherwise  it  would  break  internally  and  fatally. 

The  method  of  judging  whether  pus  is  present  or  not  is  by  the  temperature, 
the  pulse,  the  degree  of  pain  and  the  amount  of  thickening  in  the  right  iliac  region. 
We  are  often  told  that  the  degree  of  temperature  and  the  rate  of  the  pulse  are  of 
no  importance  in  the  diagnosis,  prognosis,  or  as  factors  indicating  operation,  but 
these  views  a-re  not  generally  accepted,  and  it  seems  but  fair  to  assume  that  in  a 
disease  of  such  a variable  character  every  point  should  be  grasped  which  can  be  of 
the  slightest  aid  to  us. 

As  we  understand  appendicitis  to-day,  it  is  a catarrhal  or  an  infectious 
disease;  in  the  first  instance  not  going  on  to  the  formation  of  pus  unless  infection 
is  added,  and  in  the  second  instance,  the  infection  being  present,  going  on  to  sup- 
puration in  a large  majority  of  cases.  Personally,  I think  that  nearly  all  cases  are 
infectious,  but  that  certain  factors  favoring  a suppurative  condition  must  exist  to 
give  rise  to  an  appendiceal  abscess. 

In  a slight  attack  of  appendicitis  there  may  be  simply  a localized  area  of 
inflammation  in  the  appendix  with  a congestion  of  a part  or  a whole  of  the  organ, 
while  in  the  severe  attack  the  infiltration  about  the  area  of  inflammation  is  so  great 
that  all  the  coats  of  the  appendix  become  involved  and  adhesions  are  contracted 
with  the  surrounding  tissues  while  a slough  and  perforation  may  occur  at  the 
original  seat  of  inflammation. 

In  the  severe  attacks  of  appendicitis  nature  seeks  backing  or  assistance,  or 
otherwise  the  perforations  might  open  at  one  into  the  peritoneal  cavity  and  death 
from  septic  peritonitis  would  result.  The  assistance  is  offered  by  the  adjacent 
tissues  which  become  adherent  to  the  inflammatory  area  before  a possible  slough 
has  occured  by  means  of  the  protective  lymph  which  has  been  thrown  out;  and 
the  more  extensive  the  inflammation  in  the  appendix  is  the  greater  the  number 
and  extent  of  tissues  that  will  be  involved.  The  matting  together  of  these  tissues 
forms  a bunch  at  this  locality  which,  if  of  sufficient  size  and  firmness,  can  be  felt  as 
tumor  in  the  right  iliac  region.  Such  a tumor  is  geuerally  an  abscess,  the  centre 
of  which  is  the  area  of  slough,  and  the  walls  the  matted  tissue  about  it. 

We  can  here  stop  a moment  and  say  that  the  cause  of  irritation  giving  rise 
to  an  attack  of  appendicitis  is  generally  a twist  of  the  appendix,  or  some  irrigat- 
ing substance  in  its  lumen  and,  the  mucous  membrane  having  been  injured,  some 
of  the  germs  of  suppuration,  as  the  streptococcus,  staphylococcus  or  colon  bacillus, 
which  are  ever  present  in  the  colon,  enter  the  abraided  tissues  and  an  inflammation 
of  greater  or  lesser  severity  takes  place  depending  on  the  amount  of  concretion 
in  the  appendix,  the  size  and  freedom  of  the  appendiceal  canal,  the  virulence  of 
the  infection,  the  character  of  the  circulation,  the  condition  of  the  blood  and  the 
general  resisting  power  of  the  patient.  If  all  these  conditions  favor  a rapid  develop- 
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ment,  a slough  or  gangrene  of  the  appendix  might  take  place  before  the  surround- 
ing tissues  could  provide  sufficient  aid,  and  death  from  general  septic  or  gangrenous 
peritonitis  would  result.  The  tissues  that  come  to  the  rescue  of  an  appendix  in 
trouble  and  prevent  general  invasion  of  the  peritoneal  cavity  are  the  colon,  ce- 
cum, ileum,  omentum,  parietal  peritoneum,  rectum,  ovary,  Fallopian  tube,  small 
intestines,  uterus,  bladder  and  many  other  tissues.  Of  all  these  the  omentum  is 
the  most  useful  as  it  reaches  out  like  a protecting  hand,  and  covers  the  area 
where  reinforcement  is  necessary. 

We  have  thus  seen  how  an  appendiceal  abscess  is  formed,  and  it  is  only 
necessary  to  account  for  the  symptoms  which  it  produces.  They  are,  pain,  tender- 
ness, fever,  rapid  pulse,  muscular  rigidity  of  the  abdomen  and  a tumor. 

In  the  ordinary  attack  of  appendicitis,  the  so-called  catarrhal,  the  patient 
is  suddenly  taken  with  a heavy  distressing  abdominal  pain,  usually  situated  in 
the  upper  and  middle  of  the  abdomen,  or  of  a general  character,  because  the  pain 
is  reflected  through  the  nerves  of  the  superior  mesenteric  plexus  which  is  widely 
distributed  to  the  small  intestine.  As  the  day  advances  these  pains  usually  become 
severe,  until  the  patient  has  to  seek  relief  by  going  to  bed  and  calling  for  his  phy- 
sician, if  in  the  habit  of  having  a medical  attendant  when  ill.  The  physician  finds 
the  abdomen  distended,  and  on  palpation  notes  that  the  most  marked  point  of 
tenderness  is  in  the  right  iliac  region.  The  temperarure  is  from  100  to  104,  and  the 
pulse  from  90  to  120.  The  physician  may  empty  the  bowels  by  small  doses  of  calo- 
mel, or  salines  and  put  an  ice  bag  over  the  region  of  tenderness.  For  24  hours 
the  symptoms  may  continue  increasing  in  severity,  the  pain  being  so  intense,  that 
the  patient  is  compelled  to  draw  up  his  legs  to  take  the  strain  of  the  abdominal 
muscles.  The  temperature  and  pulse  rate  then  begin  to  go  down,  and  in  3 to  4 
, days  the  symptoms  have  passed  away. 

If,  however,  instead  of  passing  away,  the  temperature  and  pulse  are  up  at 
the  end  of  3 to  4 days  we  think  that  pus  may  be  present,  and  an  abscess  forming, 
and  we  proceed  to  palpate  the  right  iliac  fossa. 

By  this  time  the  abdominal  muscles  in  this  region  have  become  tired  and 
relaxed  in  a measure,  an  a small  tumor  can  often  be  felt. 

This  picture  that  I have  described  is  not,  however,  always  presented  to  us, 
and  we  are  often  called  upon  to  see  cases  that  have  been  suffering  for  some  time, 
in  which  a well  marked  tumor  can  be  made  out  at  the  first  visit,  of  a size  varying 
according  to  its  duration,  although  not  always  so,  for  tumors  that  have  existed 
for  months  are  often  no  larger  than  an  orange  or  lemon,  while  those  of  a few 
weeks  standing  are  at  times  as  large  as  an  adult  head. 

While  an  appendiceal  abscess  is  present  there  is  a varying  degree  of  temper- 
ature and  pulse  rate,  as  the  patient  is  septic.  If  the  abscess  is  not  interfered  with 
it  will  usually  break  either  into  the  general  peritoneal  cavity,  the  gut,  the  bladder, 
or  through  the  skin,  although  at  times  when  the  amount  of  pus  is  small  it  may 
be  gradually  absorbed.  As  a rule  it  may  be  said  that  unless  an  abscess  is  operated 
upon  it  will  break  into  the  peritoneal  cavity. 

To  bring  out  certain  points  of  interest  in  this  paper  I will,  in  a narrative 
style,  speak  of  a number  of  cases  that  have  been  of  interest  to  me  in  the  past,  for 
we  can  all  look  back  on  our  past  experience  in  this  line  in  a reminiscent  way  and 
recall  certain  cases  that  come  before  us  as  if  they  occured  but  yesterday,  while 
others  are  entirely  forgotten,  and  not  even  the  histories  and  notes  can  recall  them 
to  our  memory. 

The  cases  which  we  remember  are  usually  those  from  the  observation  of 
which  we  have  acquired  some  knowledge  and  therefore  illustrated  certain  surgical 
principles  that  have  been  lessons  to  us.  I will  speak  first  of  some  cases  of  large 
appendiceal  abscess,  and  afterwards  of  those  of  smaller  size.  It  must  not  be 
thought  that  the  percentage  of  deaths  in  my  cases  of  appendiceal  abscess  is  as 
great  as  in  the  cases  quoted  for  they  are  usually  uneventful  recoveries. 

The  first  case  of  appendicitis  which  came  under  my  observation  was  when 
Interne  in  a medical  ward  in  the  city  hospital,  and  it  was  an  extremely  interesting 
one,  not  only  because  it  was  my  first,  but  also  for  the  reason  that  it  was  a “grape- 
seed”  case. 

The  tumor  was  in  the  iliac  region,  of  large  size  and  the  skin  over  it  was 
reddened  at  its  summit.  The  patient  had  been  running  a septic  temperature  for 
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some  weeks,  and  was  much  prostrated  and  emaciated.  I obtained  permission  of 
the  attending  physician  to  open  it  and  remember  well  the  escape  of  the  pus  as  it 
ran  down  into  a basin  by  the  side  of  the  loin,  for  every  now  and  then  a grape-seed 
escaped  from  the  opening;  the  first  and  last  time  I have  ever  seen  them  in  an 
appendiceal  abscess. 

The  cavity  was  washed  out  and  packed  with  gauze,  and  dressed  daily,  but 
the  patient  died  in  a fewT  days  from  exhaustion.  Now  as  I look  back  upon  this  case, 
which  occured  15  years  ago  when  they  were  considered  rare,  I feel  that  if  she  had 
been  operated  upon  earlier,  or  if  I had  explored,  washed,  drained,  and  perhaps 
opened  the  abcess  cavity  more  thoroughly  it  might  not  have  been  fatal,  although  I 
find  as  a rule  that  large  abscesses  of  comparatively  slow  development,  especially 
if  they  extend  down  to  the  pelvis,  have  usually  brought  the  patient  into  such  a 
low  condition  before  the  operation  that  it  is  difficult  for  them  to  rally  and  that 
they  slowly  die  of  asthenia. 

II  CASE 

Shortly  after  this  I had  a similar  case  in  an  woman  in  a tenement  house. 
The  abscess  was  opened  in  a similar  way  over  the  site  of  the  appendix.  The  woman 
was  stronger,  the  drainage  was  better  and  recovery  took  place,  although  the 
patient  had  a slight  temperature  and  pulse  elevation  for  some  weeks  afterwards. 

3d.,  4th.  and  5th.  cases. — Three  cases  of  large  [appendiceal  abscesses  then 
came  to  my  notice,  all  of  which,  though  fatal,  were,  nevertheless,  interesting. 

III  CASE 

Was  a woman  who  entered  the  French  Hospital  complaining  of  abdominal 
pains,  with  a temperature  of  103,  pulse  115  and  respiration  22.  Examination  reveal- 
ed a tumor  the  size  of  a cocoanut  in  the  right  iliac  region.  An  appendiceal  abscess 
was  diagnosticated,  and  an  immediate  operation  recommended.  The  patient  refused, 
however,  until  she  could  see  her  husband  on  the  following  day.  On  visiting  the 
hospital  24  hours  later  the  tumor  had  disappeared,  and  the  patient  was  in  collapse, 
the  abscess  having  broken  into  the  peritoneal  cavity.  There  was  general  tympanites, 
pulse  130,  irregular,  temperature  104.  The  abdomen  was  quickly  opened,  the 
peritoneal  cavity  was  wrashed  out  with  saline  solution  and  the  usual  restoratives 
and  stimulants  given,  but  the  patient  rapidly  sank,  dying  of  shock.  There  was  a 
great  deal  of  hemorrhage  in  the  case  due  to  the  cutting  of  the  circumflex  iliac 
artery. 

It  illustrated  the  principle  that  in  the  case  of  an  appendiceal  abscess  we  should 
never  wrait,  for  while  they  sometimes  break  into  hollow  viscera,  or  point  to  the 
surface  and  break  externally,  if  not  opened  they  generally  extend  in  the  line  of  least 
resistance,  that  is,  into  some  part  of  the  peritoneal  cavity  where  they  burst,  as 
in  this  case.  In  such  a case  as  the  one  just  cited  a special  messenger  should  have 
been  sent  to  the  husband  and  he  should  have  been  directed  to  come  immediately 
to  the  hospital,  and  during  the  interval  all  preparations  should  have  been  made 
for  the  operation  in  order  that  it  might  be  performed  right  away  on  obtaining  his 
consent;  and  if  he  had  not  consented,  the  surgeon  would  have  felt  that  he  had 
done  his  best  for  the  interest  of  the  patient. 

IV  CASE 

Was  of  a man  who  entered  the  Columbus  Hospital,  complaining  of  some 
difficulty  in  urinating  and  pain  in  the  hypogastric  region.  His  temperature  was 
101,  pulse  70.  He  had  been  sick  for  some  weeks,  history  rather  indefinite. 
Examination  revealed  a tumor  in  the  hypogastric  region  having  the  shape  of  a 
distended  bladder.  Rectal  examination  showed  a fullness  on  the  right  side  in 
front  of  the  gut.  A catheter  inserted  drew  out  2 oz.  of  urine,  the  tumor  remaining 
the  same  size.  The  passing  of  an  instrument  through  the  urethra  showed  that  the 
bladder  had  been  pushed  over  to  the  left  side.  Aspirations  brought  away  thin 
liquid  pus  from  upper  layers  and  thick  pus  from  the  deeper  ones.  It  had  the  ap- 
pearance of  a dislocated  bladder,  or  a cystic  tumor  of  the  pelvis,  but  catheter- 
ization, aspiration  and  general  symptoms  showed  it  to  be  an  abscess. 
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An  incision  was  made  in  the  median  line  below  the  umbilicus,  and  about  2 
quarts  of  pus  and  considerable  gas  escaped.  The  cavity  was  washed  out  and 
drained. 

The  patient  did  well  for  a few  days  and  then  developed  a septic  pneumonia 
and  died.  The  case  shows  the  possibility  of  a tumor  in  the  pelvis  that  can  corresp- 
ond in  shape  with  the  bladder,  and  illustrate  how  extensive  an  accumulation  of 
pus  may  be,  how  yielding  and  kindly  disposed  the  tissues  are  to  allow  themselves 
to  be  pushed  about  by  the  pus  and  to  conform  to  the  wall  of  the  cavity  which  it 
chooses  to  make.  It  also  suggests,  that,  in  a case  of  this  kind  in  which  the  abscess 
cavity  extends  down  into  the  pelvis  in  front  of  the  rectum,  it  might  have  been 
much  simpler  to  have  opened  it  through  the  rectum,  and  drained  it  into  this 
channel  instead  of  subjecting  the  patient  to  an  abdominal  operation. 

The  development  of  a septic  pneumonia  in  this  case  was  the  second  one  I 
have  seen,  and  shows  that  it  is  a complication  in  appendicitis  which  occurs  not 
infrequently.  The  tympanitic  resonance  was  caused  by  the  presence  of  gas  in  the 
abscess  cavity  due,  in  all  probability,  to  a communication  with  the  intestine 
through  the  sloughed  appendix.  If  it  had  not  been  for  the  unfortunate  development 
of  the  septic  pneumonia  this  patient  might  possibly  have  recovered. 

V CASE 

Was  a Carpenter,  aged  36.  He  had  been  sick  for  three  weeks  with  pains  in  the 
right  side  extending  to  the  umbilicus.  Temperature  99,  pulse  150.  A mass  could 
be  felt  in  the  right  side  both  through  the  abdomen  and  per  rectum.  The  patient 
was  confined  to  his  bed,  very  emaciated  and  had  several  bed  sores. 

OPERATION 

Abdominal  incision  and  evacuation  of  pus.  The  patient  was  entirely  too 
septic  to  rally,  and  died  in  two  weeks  from  exhaustion,  The  loss  of  this  case  has 
further  impressed  me  with  the  idea  that  it  would  be  well  in  similar  cases  to  open 
the  abscess  through  the  rectum.  We  do  not,  however,  as  a rule,  see  these  abscesses 
so  large  as  the  one  I have  just  mentioned,  as  frequently  as  we  formerly  did,  any 
more  than  we  now  see  the  cases  of  enlarged  cystic  ovary  that  were  formerly  so 
common.  The  smaller  abscesses  are  much  more  easily  handled,  and  the  results  are 
good  if  judgement  is  used  in  operating.  I will,  accordingly,  speak  of  some  cases 
of  smalller  abscesses. 

VI  CASE 

Was  a housewife,  aged  43,  who  was  taken  ill  ten  days  before  I first  saw 
her  with  pain  in  the  right  side  of  abdomen,  which  had  confined  her  to  bed  up  to 
date.  Her  temperature  was  102,  and  pulse  80.  The  tumor  was  three  inches  long 
and  two  inches  wide.  It  was  situated  the  right  iliac  fossa  and  was  very  tender. 
On  operation  four  ounces  of  pus  were  evacuated.  The  temperature  dropped  to 
normal  in  3 days.  Wound  healed  in  5 weeks,  Six  months  later  I saw  her  in  a second 
attack  of  3 days  standing,  temperature  102,  pulse  96.  Tumor  1 inches  long  and  1 
inch  wide.  The  patient  was  sent  to  the  hospital  and  operated  upon  the  same  day. 
A small  incision  was  made  over  the  area  of  the  tumor,  the  finger  introduced,  about 
two  drachms  of  pus  evacuated  and  a drainage  wick  inserted.  The  temperature 
dropped  to  normal  in  24  hours  and  the  patient  felt  well.  Two  hours  later,  26  hours 
after  operation  she  felt  uncomfortable  and  distressed.  The  temperature  had 
gone  up  to  100,  pulse  to  96.  Two  hours,  later,  28  hours  after  the  operation,  I found 
her  in  collapse.  Temperature  103.  Pulse  150.  Her  temperature  continued  to  go  up 
to  105,  during  the  next  two  hours  when  she  died. 

This  was  a surprising  case.  She  had  recovered  from  an  operation  on  a large 
abscess  when  she  had  been  in  a septic  condition  for  some  time,  and  in  which  there 
had  been  considerable  handling  of  the  intestines  in  breaking  up  the  adhesions, 
and  she  had  died  after  an  operation  in  which  the  incision  had  been  made  over  the 
centre  of  a small  tumor,  and  the  finger  had  gone  direct1'  ito  the  middle  of  the 
abscess,  evacuating  the  pus,  after  which  a drainage  tube  ha  . been  inserted.  The 


second  operation  had  lasted  only  five  minutes,  and  I had  felt  sure  that  the  result 
would  be  successful.  The  rapid  change  on  the  following  day  from  a feeling  of  per- 
fect health  to  colapse  in  4 hours,  and  death  in  6 hours  is  one  of  the  mysteries  of 
surgery.  An  autopsy  would  probably  have  shown  a rupture  into  the  general  peri- 
toneal cavity,  but  rupture  often  occurs  while  such  a rapid  death  is  a rare  result. 
There  may  have  been  in  this  case  2 abscesses  present,  one  of  wich  had  been  opened 
but  the  other  not,  and  had  burst  later.  The  temperature  chart  would  not  bear  this 
out,  however,  unless  the  infection  in  the  two  abscesses  had  been  different,  a con- 
dition which  I can  hardly  believe  possible. 

It  was  a lesson  which  taught  me  never  to  say  after  an  operation  ‘ ‘this  patient 
will  surely  recover,’  but  \vlr~h  tends  to  show  that  the  most  favorable  cases 
may  die,  and  the  most  tons  ones  recover.  It  also  argues  in  favor  of  the  removal 
of  the  appendix. 

VII  CASE 

To  illustrate  that  these  cases  of  small  abscess  are  not  always  as  simple  as 
they  may  seem  I will  speak  of  a schoolgirl,  14  years  old,  who  had  been  complain- 
ing of  pain  in  her  stomach  for  several  days,  of  sufficient  gravity  to  keep  her  in  the 
house,  and  laterly  in  the  bed.  On  my  first  visit  her  temperature  was  102,  pulse 
115,  respiration  24.  There  was  considerable  tympanites,  tenderness  in  the  right 
iliac  region,  and  a tumor  about  the  size  of  a small  egg.  Immediate  operation  was 
advised,  but  a consultant  called  in  advised  waiting  some  days  to  allow  the  abscess 
walls  to  become  thicker  and  firmer.  The  abscess  was  incised  on  the  folowing  day, 
and  about  2 ounces  of  pus  evacuated.  The  abscess  cavity  was  under  the  cecum, 
which  formed  its  roof.  The  cavity  was  drained  for  several  days  when  there  was  a 
rise  of  temperature  and  pain  again  about  the  wound.  The  wound  was  reoponed, 
under  an  anesthetic,  and  about  half  an  ounce  of  pus  evacuated.  As  the  drain  had 
not  been  securely  put  down  to  the  bottom  of  the  cavity  at  each  dressing  after  the 
first  operation  it  had  been  forced  out,  on  some  one  occasion  and  had  allowed  the 
cecum  to  swing  over  shutting  off  the  sinus  between  the  bottom  of  the  abscess  and 
its  outlet  thus  causing  another  attack,  The  swinging  of  the  cecum  is  an  important 
factor  in  the  question  of  drainage.  In  this  case  when  the  abscess  formed  it  pushed 
the  cecum  upwards  and  inwards,  and  when  the  cavity  was  opened  the  cecum 
swung  over  again  to  the  right  shutting  off  the  bottom  of  the  cavity  like  a valve,  and 
becoming  quickly  adherent  to  the  parietal  peritoneum  allowing  pus  to  accumulate 
beneath  the  cecum. 

VIII  CASE 

The  question  of  waiting  until  the  abscess  walls  are  thicker  before  operating 
reminds  me  of  the  case  of  another  school-girl  of  the  same  age,  in  the  same  condition 
as  the  last,  of  5 days  standing,  temperature  102,  pulse  120,  tumor  well  defined. 
I saw  the  girl  one  evening  at  7 o’clock  and  advised  immediate  operation.  It  was 
postponed,  however,  until  the  following  day,  and  I operated  12  hours  later.  During 
the  night  the  abscess  had  broken  and  a general  peritonitis  had  developed.  An  in- 
cision was  made  over  the  right  side  behind  the  cecum  to  the  appendix.  The  leak 
into  the  peritoneal  cavity  was  a small  one.  A concretion  was  found  lying  near  the 
appendix.  An  abdominal  flushing  with  hot  saline  solution  of  the  entire  peritoneal 
cavity,  and  the  free  use  of  peroxide  was  resorted  to.  At  the  time  of  the  operation 
the  pulse  was  130,  temperature  104.  The  abscess  had  broken  under  the  cecum,  one 
drain  was  placed  between  the  cecum  and  adbominal  wall,  the  other  on  the  inner 
side  of  cecum  between  it  and  the  small  intestine.  Drainage  took  place  along  the 
outer  drain,  the  inner  one  was  removed  in  a few  days.  The  patient  had  a temper- 
ature for  a number  of  weels. 

This  case  illustrates  the  folly  of  waiting  until  thicker  walls  have  been  form- 
ed. I would  have  removed  the  appendix  in  this  case  had  not  the  pulse  gone  up  to 
150  during  the  operation,  and  the  patient  sunk  into  such  a weak  condition  that 
rapidity  was  indicated  in  perfoming  the  operation.  If  the  abscess  is  a small  one  of 
very  short  duration  the  adhesions  may  be  broken  up,  the  appendix  removed  and 
the  abdominal  cavity  washed  out,  but  the  operator  should  be  governed  at  the  time 
by  the  condition  of  the  patient  on  whom  he  is  operating,  and  the  extent  and 
character  of  the  pus  accumulation. 
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Sometimes  we  open  the  peritoneal  cavity  when  we  do  not  intend  to,  and  do 
not  remove  the  appendix,  in  which  case  we  are  much  worried  for  a few  days  after 
the  operation. 

IX  CASE 

Only  recently  a girl  12  years  of  age  entered  the  hospital  snffering  from 
abdominal  pains.  A small  tumor  was  found  in  the  right  iliac  region.  The 
history  was  indefinite.  Her  temperatute  was  102,  pulse  100.  There  was  tenderness 
and  muscular  rigidity  over  the  site  of  tumor.  She  was  treated  in  the  usual  way, 
by  ice  bag,  salol  and  rest.  Her  temperature  and  pulse  gradually  went  down,  almost 
to  normal  and  it  looked  as  if  she  would  recover.  On  going  to  the  hospital  on  morning 
I noticed  that  her  temperature  and  pulse  had  gone  up  again.  In  the  afternoon 
I received  word  that  she  was  worse  and  in  the  evening  found  her  temperature  was 
103.5,  pulse  124.  I operated  at  once  and  opened  the  cavity,  a small  amount  of  pus 
coming  away.  This  escaped  at  times  and  then  ceased,  certain  manipulations  caus- 
ing a little  more  to  flow  away.  I did  not  feel  satisfied  that  I could  insert  my  finger 
well  down  into  the  bottom  of  the  abscess  cavity,  which  is  so  important  in  order  to 
know  where  to  insert  the  end  of  the  drain,  I accordingly  started  to  hunt  for  the 
appendix  feeling  that  it  would  be  at  the  bottom  of  the  cavity.  While  exploring 
the  region  carefully,  the  exploring  finger  went  down  into  what  seemed  a pocket, 
there  was  no  bottom  to  it,  however,  and  I realized  that  I was  in  the  perineal  cavity. 
On  withdrawing  my  finger  a knuckle  of  small  intestine  popped  out.  I was  on  the 
inner  side  of  the  cecum . I pushed  the  loop  of  intestine  back  with  a piece  of  gauze 
holding  it  in  place  and  then  started  to  look  for  the  appendix,  but  as  the  child’s 
condition  became  alarming,  I gave  up  the  hunt  and  inserting  a long  soft  rubber 
tube  through  the  opening  from  which  the  knuckle  of  gut  had  protruded,  and  push- 
ing the  end  of  it  well  over  to  the  other  side  of  the  abdomen,  I flushed  out  the  peri- 
toneal cavity  with  hot  saline  solution,  the  fluid  washing  out  the  pus  cavity  from 
within  as  it  escaped.  I then  washed  the  parts  thoroughly  with  peroxide  again 
flushing,  and  having  walled  off  the  peritoneal  cavity  I hurriedly  closed  the  wound. 
The  patient  was  in  bad  condition  for  48  hours  after  the  operation,  and  then  made 
an  uneventful  recovery.  I feel  sure  that  if  I had  stopped  to  remove  this  appendix 
I would  have  lost  my  patient. 

There  is  a great  difference  in  the  character  of  pus  cases  and  their  histories. 
We  often  feel  that  pus  is  present,  although  we  cannot  discover  any  tumor  and 
there  is  no  history  of  a prolonged  attack. 


X CASE 

A short  while  ago  I was  called  to  see  a boy  17  years  of  age,  who  had  suffered 
from  abdominal  pain  some  5 days  before.  He  had  then  felt  better  and  had  been 
about  his  daily  duties  for  3 days  when  he  again  began  to  suffer  from  abdominal 
pains  and  went  to  bed.  When  I saw  him  he  was  suffering  great  pain.  His  pulse  was 
94,  temperature  101.  I advised  palliative  treatment,  and  advised  waiting  until  the 
following  day  before  deciding  what  I should  do.  The  next  morning  the  temperature 
had  gone  down  to  100,  but  the  pulse  had  gone  up  to  102,  and  he  was  suffering 
much  pain.  In  the  afternoon  his  temperature  had  gone  up  to  101,  and  pulse  to  114. 
I therefore  decided  to  operate  immediately.  The  usual  incision  was  made  through 
the  abdominall  wall  and  peritoneum,  opening  the  cavity  and  allowing  about  6 
ounces  of  thin  purulent  fluid  to  escape.  There  was  a wall  of  protecting  lymph 
about  this,  in  places  three  quarters  of  an  inch  in  thickness.  I had  opened  an  abscess 
on  one  side  of  which  was  the  appendix  and  I began  to  dissect  it  out  with  my  finger 
when  suddenly  there  was  a gush  of  thick  yellowish  pus  from  a cavity  on  the  other 
side  of  the  appendix.  I inserted  my  finger  into  the  cavity,  and  found  lying  in  it  a 
fecal  concretion  about  the  size  of  the  end  of  the  thumb.  As  there  was  an  abcess 
in  either  side  of  the  appendix  I decided  to  remove  it  and  did  so,  ligating  the  stump 
below  the  area  of  slough.  The  patient  died  two  days  later.  He  was  very  sick  at  the 
time  of  the  operation  and  was  operated  upon  during  a period  in  the  summer  when 
people  were  dying  in  the  streets  from  heat  stroke,  which  must  have  had  a bad  influence 


on  his  case.  I cannot  see,  however,  that  any  mistake  was  made  in  his  case  and  if 
a similar  one  were  sent  to  me  to-day  I would  probably  perform  the  same  operation 
in  the  same  way. 

XI  CASE 

In  some  cases  the  practitioner  who  calls  in  the  surgeon  to  operate  insists  on 
certain  work  being  done  even  if  it  is  contrary  to  the  opinion  of  the  operator.  East 
year  I was  hurrieldy  called  to  operate  on  a young  man,  22  years  of  age.  by  a pract- 
itioner who  has  a large  surgical  practice.  The  patient  had  just  come  under  his  care, 
and  he  had  sent  for  me  to  operate  immediately.  The  patient’s  temperature  was  103, 
pulse  120.  There  was  a well  marked  tumor  present.  I cut  down  over  it  opening  it 
very  quickly,  evacuating  pus.  My  colleague  asked  me  to  take  out  the  appendix.  I 
replied  that  I feared  the  patient  would  not  stand  a prolongation  of  the  operation  as 
his  pulse  was  over  130,  but  that  I would  continue  if  he  desired  me  to.  He  repplied 
that  he  would  like  me  to  remove  it  as  he  felt  that  it  was  a better  procedure.  A 1/30 
grain  of  strychnine  was  given  and  I broke  up  the  adhesions,  removing  the  appendix. 
It  added  20  minutes  to  the  operation.  His  peritoneal  cavity  was  washed  out  with 
peroxide  and  saline  solution,  A hot  rectal  enema  of  salt  solution  was  given,  strich- 
nine  1/30  every  4 hours,  alternating  with  stimulating  enemas  of  whiskey.  The 
patient  died  on  the  same  night.  I feel  that  the  case  was  a desperate  one,  and  would 
probably  have  died  even  if  I had  not  removed  the  appendix,  but  at  the  same  time, 
I think  that  it  would  have  been  better  to  simply  have  opened  the  abscess. 

XII  CASE 

Sometimes  waiting  is  rewarded,  although  as  a rule,  it  must  be  condemned, 
In  the  case  of  a laundry  man  24  years  of  age  who  entered  the  Hospital  running  a 
septic  temperature  of  from  101  to  103  and  a pulse  of  90  to  110,  with  a well-marked 
tumor  in  the  right  iliac  region,  an  immediate  operation  was  advised.  The  patient 
refused  to  permit  it,  and  as  he  was  too  sick  to  be  sent  out  he  was  kept  in  the  institution . 
Each  day  the  tumor  continued  to  increase  in  size,  and  the  patient  to  become  more 
septic.  Every  argument  was  used  to  induce  him  to  submit  to  be  operated  upon,  and  he 
was  told  that  in  case  he  did  not  consent  he  would  probably  die,  to  which  he  replied, 
that  he  preferred  death  to  an  operation.  When  all  chances  of  recovery  seemed  to 
be  gone,  he  developed  a diarrhea  having  17  movements  composed  almost  entirely 
of  pus.  On  the  following  day  he  had  several  more  movements.  His  temperature 
dropped  to  normal,  his  tumor  dissappeared  and  he  left  the  hospital  shortly  after- 
wards, firmily  believing  that  the  non-operative  treatment  of  appendicitis  is  the  best. 
He  played  the  game  which  has  cost  many  their  lives  and  won.  Had  he  been  operated 
upon  he  might  possibly  have  died. 

Sometimes  pus  is  absorbed  and  tumors  disappear  even  when  a patient  has 
been  septic  for  some  time.  I have  seen  cases  in  which  tumors  have  disappeared  and 
others  in  which  a little  thinckening  could  still  be  felt,  and  in  both  varieties  the 
patient  had  run  a septic  temperature  for  a week  or  more  and  yet  no  pus  was 
present  when  they  were  operated  upon,  the  thickening  simply  being  a mass  of 
tissue  held  together  by  a bunch  of  adhesions. 

XIII  CASE 

One  interesting  case  illustrating  the  difficulties  of  the  gynecologist  occured 
during  my  last  service  at  the  hospital.  A woman,  housewife,  aged  32,  entered  the 
hospital  suffering  from  pains  in  the  pelvis  in  the  region  of  the  uterus.  Examination 
showed  a mass  behind  the  uterns  which  was  diagnosed  a pelvic  cellulitis.  A vaginal 
incision  was  made  for  drainage,  but  without  success.  An  exploratory  laparotomy 
showed  a mass  between  the  uterus  and  the  rectum  composed  of  these  two  organs 
with  the  appendix,  omentum,  small  intestine  and  sigmoid.  The  appendix  was  in 
the  centre,  rectum  behind,  uterus  in  front,  small  intestine  to  the  rigth,  sigmoid  to 
left  and  omentum  forming  the  roof.  These  tissues  were  all  agglutinated  together 
and  a few  drops  of  thick  pus  were  present.  The  nest  was  treated  with  peroxide  and 
the  appendix  was  removed.  The  drain  from  the  posterior  vaginal  incision  was 


brought  up  with  the  centre  of  the  cavity.  The  patient  made  a very  uneventful 
recovery.  I have  no  doubt  that  in  a few  days  more  all  the  pus  would  have  dried  up 
or  absorbed. 

There  is  another  class  of  appendiceal  abscesses  in  which  the  abscess  does  not 
break  and  the  pus  is  not  absorbed.  It  is  of  a very  chronic  nature  and  shows  itself 
as  a very  dense  tumor  in  the  right  iliac  region. 

XIV  CASE 

A boy  21  years  of  age  had  suffered  for  some  months  with  pain  in  the  right 
iliac  region.  He  was  running  a slight  elevation  of  temperature  and  pulse.  Examin- 
ation showed  a tumor  the  size  of  a half  coconut  to  be  present.  A surgeon  had 
opened  the  abdomen,  examined  the  growth  and  declared  it  an  inoperable  sarcoma. 
I decided  to  operate  and  explore  the  growth.  On  opening  the  peritoneal  cavity  the 
cecum  was  seen  to  be  very  much  thick  and  on  all  both  sides  forming  an  intensely 
hard  tumor.  I dissected  down  and  along  the  outer  side  of  the  tumor.  The  knife 
went  through  this  mass  of  tissue  as  if  going  through  cartilage  and  after  traversing 
a wall  from  1 to  2 inches  in  thickness,  a small  cavity  was  discovered  containing  about 
one  drachm  of  pus.  The  patient  made  an  uneventful  recovery  but  it  required 
about  2 months  for  the  dense  walls  of  the  abscess  to  be  slowly  absorbed. 

Some  cases  of  appendiceal  abscesses  are  of  tubercular  origin,  in  which  cases 
they  are  much  more  difficult  to  heal,  at  times  counter  openings  having  to  be  made 
to  facilitate  drainage,  which  leave  troublesome  sinuses  and  occasionally  intestinal 
fistulse. 

The  questions  of  the  various  infections  giving  rise  to  appendicitis  is  not 
interesting  in  this  paper,  as  it  would  be  in  one  on  acute  appendicitis  before  the 
development  of  a well  defined  tumor,  and  has  already  been  referred  to  in  the  open- 
ing remarks. 

CONCEUvSIONS 

One  might  think  from  listening  to  the  recital  of  the  above  cases  that  nearly 
all  cases  of  appendiceal  abscess  are  fatal.  Such  a conclusion  would  be  far  from 
correct.  It  is  true  that  I have  referred  to  a number  that  have  died,  but  we  always 
learn  more  from  those  that  die  than  we  do  from  those  that  have  an  uneventful 
recovery.  The  ordinary  cases  of  appendiceal  abscess  that  comes  to  us  we  open 
and  drain.  Recovery  takes  place  and  we  think  no  more  about  it.  The  cases  recited 
refer  to  abscesses  of  large  and  small  size  which  were  not  of  the  every  day  type. 

It  may  be  sajd  of  all  appendiceal  abscesses  that  we  should  operate  at  once, 
for  although  they  may  break  into  surrounding  viscera,  or  even  externally,  or  the 
pus  may  become  encapsulated  and  the  bacteria  die,  leaving  a sterile  fluid  which  is 
absorbed,  such  is  not  the  usual  outcome;  for  in  cases  not  interfered  with  death 
from  septic  peritonitis,  general  sepsis  or  asthenia  results. 

It  has  also  been  exemplified  how  much  more  fatal  abscesses  of  large  size  are 
than  the  smaller,  showing  how  importaht  it  is  to  make  our  diagnosis  early,  and  to 
operate  immediately.  Many  of  these  large  abscesses  do  not  spring  from  the  right 
iliac  fossa,  but  from  some  other  point  to  which  the  appendix  has  swung. 

The  presence  of  the  end  of  the  appendix  far  down  in  the  pelvis  shows  how 
far  it  can  travel.  I have  frequently  seen  it  in  hernias  on  the  right  side,  and  it  has 
even  been  seen  in  hernias  on  the  left.  Its  travelling  capacity  all  depends  upon  its 
length  and  that  of  its  mesentery.  The  appendix  is  sometimes  8 or  9 inches  long.  It 
swings  on  its  mesentery.  If  the  mesentery  is  very  loose  it  can  be  straightened  out 
to  its  full  length,  but  if  short  the  appendix  will  curl  up.  We  can  thus  see  that  a 
long  appendix  with  a loose  mesentery  can  swing  to  almost  any  part  of  the  periton- 
eal cavity,  whereas  a Small  appendix  with  a short  mesentery  can  swing  only  in  a 
small  area.  When  an  appendix  is  inflamed  at  the  end  it  becomes  heavy,  and  tends 
to  gravitate  down,  becoming  adherent  to  any  tissues  with  which  it  comes  in  con- 
tact. It  will  thus  be  easy  to  see  how  in  certain  cases  pus  may  be  present  and  yet  no 
tumor  exist  in  the  iliac  fossa,  and  there  is  no  tenderness  at  McBurney’s  point.  It 
also  shows  how  a remote  abscess  may  occur,  in  the  pelvis  for  example,  due  to  an 
appendix  when  its  origin  is  not  suspected. 
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In  cases  in  which  there  is  a large  abscess  extending  into  the  pelvis  it  is  a 
question  whether  it  might  not  be  better  to  open  through  the  rectum  in  case  the 
tumor  is  immediately  in  front  of  the  gut,  and  I have  concluded  in  the  next  such 
case  that  I find  to  resort  to  this  proceedure. 

The  question  of  counter-openings  is  an  interesting  one.  I think  it  may  be  said 
that  the  smaller  the  incision,  and  the  fewer  the  number  the  better  it  is  for  the 
patient.  In  almost  every  case  one  incision  is  enough.  In  some  cases,  however, 
when  the  abscess  is  under  the  cecum,  or  ascending  colon,  and  we  have  to  drain 
around  a curve  a counter  incision  in  the  loin  may  be  of  assistance.  As  the  fascia  is 
often  very  dense  a cross  incision  may  be  made  in  order  to  drain  with  ease.  It  can 
easily  be  seen  how  much  more  directly  the  drain  can  be  inserted  from  felow  into 
the  bottom  of  the  abscess  cavity,  in  the  class  of  cases  mentioned,  than  from  above. 
When  the  abscess  cavity  has  filled  to  the  outer  side  of  the  gut  it  is  no  longer  necess- 
ary to  use  double  drainage,  and  we  can  drain  from  above  or  below  as  we  prefer. 

One  of  the  most  important  questions  in  th  e appendiceal  surgery  of  to-day  is 
whether  we  should  remove  the  appendix  in  abscess  cases  or  not.  It  may  be  said 
definitely,  I think,  that  in  all  large  abscesses  no  effort  should  be  made  to  remove 
it,  but  in  the  cases  of  small  recent  abscesses  or  multiple  abscesses  of  short  duration, 
it  might  be  well  to  do  so,  providing  that  the  condition  of  the  patient  is  good. 

In  all  operations  on  the  appendix  care  should  be  taken  not  to  handle  the 
tissues  roughly  as  by  using  force  we  may  tear  the  gut,  iliac  vein,  omentum  or  some 
other  important  tissue. 

The  complications  that  may  occur  are  hemorrage  from  the  circumflex  iliac 
artery  at  the  time  of  the  operation;  intestinal  fistula,  intestinal  obstruction  from 
bands  of  adhesions  that  have  formed  or  adherent  omentum,  phlebitis  of  the  external 
iliac  and  femoral  veins,  suppurative  nephritis,  septic  pneumonia,  or  any  other 
suppurative  condition. 

In  regard  to  the  after  treatment  the  drain  should  be  allowed  to  remain  in 
place  for  the  first  36  or  48  hours;  the  drains  are  either  of  gauze,  glas  tubes,  rubber 
tubes  or  wicks,  the  last  being  preferable.  In  some  cases  when  the  sinus  going  to 
the  bottom  of  the  abscess  cavity  is  a curved  one  and  a counteropening  is  not  made, 
one  or  more  large  elbowed  catheters  can  be  pushed  down  to  the  bottom  and  pinned 
or  sutured  to  the  skin. 

The  diet  should  be  fluid  for  the  first  week,  or  at  any  rate  as  long  as  the 
patient  runs  a temperature.  The  bowels  should  be  moved  daily  by  salines,  to  be 
assisted  by  enemas  if  necessary. 

Regarding  prognosis  the  surgeon  should  never  say  that  a patient  will  recover 
after  an  operation,  as  some  of  the  simplest  cases  occasionally  die  while  some  of  the 
worst  at  times  recover. 


INCISION  BILATERAL 


DEL 

CUELLO  UTERINO  EN  UN  CASO  DE  ABORTO  DE  CUATRO  MESES, 
COMPLICADO  DE  SEPTICEMIA  Y CONTRACCION 
PERMANENTE  DEL  UTERO 

(EXTRACTO) 

POR  EL 

DR.  /N.  GOMEZ  -ROSAS 

(HABANA  , CUBA  .) 

Previas  algunas  consideraciones  sobre  el  tratamiento  del 
aborto  inevitable,  el  autor  cita  un  caso  de  aborto  del  cuarto 
mes,  en  una  mujer  de  treinta  años,  en  la  cual  la  administra- 
ción intempestiva  del  cornezuelo  de  centeno  produjo  la  re- 
tención del  feto  y sus  anexos  y un  estado  tal  de  tetanización 
del  útero  que,  llevada  la  enferma  á la  mesa  operatoria  con 
40°2,  de  temperatura,  no  fue  posible  dilatar  el  cuello  con  el 
más  potente  dilatador  de  Sims  sin  haber  producido  su  des- 
garradura. Eu  estas  condiciones  procedió  á la  incisión  bilate- 
ral del  cuello  hasta  el  fondo  de  saco  vaginal,  realizando  la 
extracción  fácil  del  producto  de  la  concepción  putrefacto;  ter- 
minada ésta,  se  hizo  el  curetage  de  la  superficie  interna  del 
útero  y sutura  del  cuello.  Al  siguiente  día,  la  operada  esta- 
ba apirética  y en  los  días  subsecuentes,  con  algunas  décimas 
de  grado  por  encima  de  37°.  A los  doce  días  se  quitaron  los 
puntos  de  sutura;  obteniéndose  la  cicatrización  por  primera 
intención  en  el  lado  derecho  é incompleto  en  el  izquierdo. 
¿Cuál  otro  recurso  era  eu  estas  condiciones  mejor?  ¿Podíamos 

esperar  sin  hacer  una  terapéutica  realmente  efectiva? 

Cree  el  autor  que  la  conducta  seguida  es  racional. 
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Dr.  Raphael  O.  Marcour.  Assistant  Surgeon  U.  S.  Navy. 
“The  report  of  a case  of  grave  yellow  fever,  trea- 
ted with  Sanarelli  serum  at  the  U.  S.  Naval  Station, 
Havana,  Cuba,  October  19th,  1899.”  Acompaña  á es- 
te trabajo  una  cuadrícula  de  pulso,  respiración  y tem- 
peratura. Fué  leído  por  su  autor. 

Dr.  Luis  Ortega  (Habana).  “Ensayo  de  la  Seroterapia 
equina  en  el  tratamiento  de  la  Enteritis  crónica  del 
adulto.”  Trabajo  leído  por  su  autor. 


El  Dr.  Ruiz  Casabó  felicita  al  Dr.  Ortega  y dice:  Entre  las 
causas  de  la  Enteritis  crónica,  no  son  sólo  las  ptomaí- 
nas las  que  pueden  determinarlas,  Habiendo  otros 
productos  tanto  tóxicos  como  bacterianos  que  pueden 
producirlas.  Además,  respecto  al  procedimiento  de 
calentamiento  del  suero  antes  de  usarlo  para  destruir 
el  poder  tóxico  de  los  sueros  en  general,  produce  la 
afirmación:  “en  mi  experiencia  personal  He  visto  que 
en  nada  influye  el  calentamiento  del  suero  para  evi- 
tar la  aparición  de  urticaria,  eritemas,  etc.,  creyendo 
que  estos  accidentes  son  más  bien  debidos  á condicio- 
nes especiales  del  paciente  que  al  suero.” 

El  Dr.  Ortega,  en  el  primer  capítulo  de  su  memoria  Ha 
dividido  las  causas  de  las  enteritis  en  dos  grandes  fac- 
tores: los  de  origen  bacteriano  y las  toxialbuminas, 
estudiando  en  detalle  cada  uno  de  ellos  sin  asignar 
exclusivamente  á uno  de  ellos  la  causa  determinante 
de  las  Enteritis  crónicas.  En  cuanto  al  calentamiento 
á que  son  sometidos  los  sueros  orgánicos  en  general, 
es  para  destruir  el  poder  globulicida  y tóxico  que  po- 
seen, como  se  Ha  demostrado  en  las  inyecciones  expe- 
rimentales de  suero  sanguíneo  en  los  diversos  anima- 
les, variando  ese  poder  en  cada  especie  animal  y por 
kilogramo  de  peso;  pero  que  se  Había  demostrado  que 
en  la  especie  Humana  la  inyección  de  suero  no  deter- 
minaba esos  fenómenos  generales  tóxicos  que  en  los 
demás  animales,  pudiendo  desaparecer  aquellos  á ex- 
cepción del  calor  ó del  frío;  que  sabía  que  en  la  obten- 
ción del  suero  no  se  empleaba  el  calentamiento  y que 
al  Hablar  de  ésto  sólo  se  refería  á los  estudios  experi- 
mentales que  se  habían  realizado  para  explicarnos  la 
acción  de  los  sueros. 

El  Dr.  Moreno  de  la  Torre  considera  la  lesión  sanguínea 
como  consecutiva  de  las  lesiones  intestinales,  y sien- 
do éstas  diferentes  en  cada  una  de  las  variedades  de 
enteritis,  cree  que  el  suero  no  puede  instituirse  más 
que  como  un  tónico  general;  recuerda  el  tratamiento 
de  Manson  en  las  enteritis  crónicas  y los  buenos  re- 
sultados obtenidos  con  los  purgantes  salinos,  primero, 
y después,  la  leche  exclusivamente;  que  es  necesario 
tratar  las  lesiones  intestinales  según  su  modalidad  de 
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enteritis  (de  causa  corriente,  de  los  países  cálidos  y 
postdisentéricas),  cree  que  la  sueroterapia  es  una  nue- 
va vía  destinada  á prestarnos  grandes  éxitos  y que  él 
mismo  ha  tenido  ocasión  de  emplearla  en  diversas  en- 
fermedades. 

El  Dr.  Ortega:  Siempre  he  considerado  la  lesión  sanguí- 
nea como  secundaria;  pero  aceptándose  hoy  el  doble 
papel  de  la  sangre  de  aporte  y desecho  de  los  elemen- 
tos nutritivos  y de  los  productos  de  desasimilación  de 
todos  los  tejidos  y aceptada  universalmente  la  defensa 
celular  del  organismo  para  la  lucha  contra  los  ele- 
mentos que  vienen  á atacarlo,  nosotros  seguimos  la 
terapéutica  natural,  reforzando  las  resistencias  celula- 
res por  medio  de  la  inyección  de  suero,  toda  vez  que 
con  él  devolvemos  á los  elementos  constitutivos  de  la 
sangre — glóbulos  y suero — las  condiciones  de  vitali- 
dad que  requiere  para  su  funcionamiento  normal.  Res- 
taurada la  sangre  de  su  pobreza  vital,  llevará  mejores 
elementos  de  reparación  á aquellas  lesiones  primitivas 
del  intestino,  que  continuarían  su  evolución  al  no  en- 
contrar resistencia  por  nuestros  medios  de  defensa 
naturales.  En  cuanto  al  tratamiento  preconizado  por 
Manson,  lo  considero  muy  bueno,  pero  no  hay  que 
olvidar  que  precisamente  el  mismo  estado  del  aparato 
intestinal  no  es  el  más  á propósito  para  que  realice  su 
función  de  digestión  y absorción  en  las  mejores  con- 
diciones, y nos  lo  prueba  la  experiencia  diaria  en  que 
los  enteríticos  expulsan  su  alimentación  láctea  casi  en 
las  mismas  condiciones  en  que  fué  ingerida.  Se  com- 
prenderá que  el  enfermo  en  este  caso  no  sólo  no  repa- 
ra sus  lesiones  sino  que  se  desnutre.  Las  inyecciones 
de  suero  hacen  descansar  las  vías  digestivas,  refuer- 
zan la  energía  celular  favoreciendo  la  reparación,  y son 
á la  vez  un  medio  de  alimentación  en  virtud  de  la  le- 
citina,  grasa  y otros  proteicos  que  encierra. 

El  Dr.  Castro,  (Presidente  de  la  Sección),  manifiesta  que 
en  apoyo  de  cuanto  ha  expresado  el  Dr.  Ortega  pue- 
de citarse  el  efecto  del  suero  antidiftérico  en  inyección 
hipodérmica  para  las  modificaciones  locales  que  pro- 
duce la  difteria. 


El  Dr.  Ruiz  Casabó,  (Habana).  “Tratamiento  del  asma  por 
el  suero  antidiftérico.”  Lee  su  trabajo. 

El  Dr.  Moreno  de  la  Torre:  Deseo  saber  si  en  los  casos 
de  asma  curados,  se  lia  examinado  la  nariz.  El  único 
caso  citado  con  lesión  nasal  fué  un  fracaso,  y asimis- 
mo el  caso  en  que  existía  un  eczema  que  por  la  des- 
cripción autoriza  á creer  era  un  artrítico  el  asmático. 

El  Dr.  Casabó:  Uno  sólo  tenía  lesión  nasal  y precisamente 
la  acción  eliminadora  que  ejerce  el  suero  antidiftérico 
en  el  ozena,  y la  circunstancia  de  que  en  los  enfermos 
de  estados  inflamatorios  nasales  es  muy  frecuente  el 
asma,  me  animaron  al  empleo  del  suero  en  esta  enfer- 
medad; en  los  enfermos  de  asma  que  he  tratado  no 
había  lesiones  pulmonares  ó cardiacas. 

El  Dr.  Moreno  de  la  Torre:  La  lesión  nasal  en  los  as- 
máticos no  la  acusa  generalmente  el  enfermo,  hay  que 
buscarla.  El  verdadero  asma  esencial  consiste  en  una 
contracción  espasmódica  de  los  músculos  de  los  bron- 
quiolillos  y puede  ser  producida  por  una  pequeña  zona 
excitable  á distancia. 


Segunda  sesión 


Dr.  T.  M.  CalnEk,  (Costa  Rica).  “Hipodermoclisis.  Inyec- 
ciones intercelulares  de  la  solución  salina  normal,” 
con  presentación  de  un  aparato  para  practicarlas. 

El  Dr.  Raimundo  Castro  manifiesta  su  conformidad  con 
todas  las  ideas  emitidas  en  el  trabajo. 

El  Dr.  A.  PÉREZ  Miró  observa  que  aunque  parezca  con- 
traindicada, ha  sida  usada  con  buen  resultado  la  hi- 
podermoclisis  en  la  pneumonia,  por  el  Dr.  Peurose,  de 
Nueva  York.  Es  preferible  usar  como  vehículo  el 
agua  común  filtrada  y esterilizada  al  empleo  del  agua 
destilada,  sobre  todo  en  la  infusión  salina  intravenosa 
por  la  acción  alterante  que  ésta  ejerce  en  el  glóbulo 
rojo.  El  resultado  obtenido  entre  otros  muchos  casos, 
en  uno  de  Estreptococia  con  íctero  grave  y anemia, 
en  el  cual  la  cantidad  de  orina  subió  desde  diez  gra- 
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mos  en  las  24  lloras  hasta  4,000,  en  igual  tiempo;  el 
uso  de  las  inyecciones  de  suero  en  un  caso  de  ascitis 
iutraepiploica,  relatado  por  el  Dr.  Calvo;  el  de  una  fie- 
bre palúdica  de  forma  sincopal  en  que  se  practicó 
la  inyección  en  momentos  de  agonía  con  buen  éxito; 
el  uso  del  suero  con  gelatina  en  las  hemorragias  ute- 
rinas con  resultado  maravilloso,  y,  por  último,  en  el 
período  de  anuria,  hipotermia  é hipotensión  en  la  fie- 
bre amarilla,  le  hacen  pensar  con  el  Dr.  Calnek  que 
la  hipodermoclisis  y enteroclisis  de  suero  artificial,  es 
uno  de  los  buenos  recursos  con  que  puede  contar  el 
médico  en  muchas  indicaciones  de  su  práctica. 


Tercera  sesión 


El  Dr.  J.  S.  Foote  lee  su  trabajo  en  inglés:  “The  animal 
body  as  a secreting  gland  and  the  relation  of  the  patho- 
logy  of  this  type  of  structure  to  the  pathology  of 
disease  in  general.” 

El  Dr.  Raimundo  de  Castro  da  una  idea  del  trabajo  del 
Dr.  Foote,  considerándolo  de  un  gran  mérito. 

El  Dr.  José  Vila  lee:  “Tratamiento  de  la  Fiebre  amarilla.” 
(1^  parte). 

El  Dr.  Francisco  Pórtela:  “Tratamiento  de  la  Fiebre 
amarilla.”  (2a  parte).  Como  ambos  trabajos  se  dirigen 
á la  misma  materia  y se  complementan,  se  abre  dis- 
cusión de  ellos. 

El  Dr.  Tomás  Coronado  es  tan  partidario  del  método  de 
tratamiento  expuesto  por  los  Dres.  Vila  y Pórtela, 
que  es  el  que  sigue.  Benigniza  de  tal  modo  la  marcha 
de  la  fiebre  amarilla  que  muchos  médicos,  que  ven 
después  á estos  enfermos,  niegan  que  hubieran  tenido 
la  fiebre  amarilla,  atribuyendo  el  éxito  á error  de 
diagnóstico;  ha  tenido  que  silenciar  casos  de  fiebre 
amarilla,  benignizados  por  el  tratamiento,  por  temor 
de  que  al  haber  dado  parte  de  ellos  hubiérase  recha- 
zado el  diagnóstico.  Relata  muchos  casos  clínicos  que 
confirman  sus  anteriores  frases. 


TOMO  II 
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El  Dr.  Eduardo  Plá  abunda  en  las  mismas  ideas;  recuerda 
los  felices  resultados  obtenidos  en  el  Hospital  San 
Felipe  y Santiago  de  la  Habana,  por  el  Dr.  Reinés, 
el  que  usaba  del  método  evacuante  en  la  fiebre  ama- 
rilla, administrando  en  vez  del  agua  de  bicarbonato 
sódico,  usada  por  el  Dr.  Pórtela,  el  clorato  potásico; 
que  la  estadística  del  Dr.  Reinés  era  siempre  favora- 
ble, y sombría  las  de  otros  facultativos  que  seguían 
tratamientos  distintos. 

El  Dr.  A.  PÉREZ  Miró  sigue  el  tratamiento  evacuante,  in- 
tenso, dando  para  bebida  usual  una  limonada  de  tar- 
trato  de  potasa  con  ácido  tartárico;  dice  que  de  tal 
modo  se  modifica  el  aspecto  de  la  enfermedad  por  este 
tratamiento,  que  sus  diagnósticos  lian  sido  muchas 
veces  rechazados;  que  mientras  no  se  descubra  el  sue- 
ro anti-icterodes  quedará  como  el  de  mejores  resulta- 
dos el  método  evacuante,  que  hay  que  emprender  des- 
de el  primer  momento  de  sospecha. 

El  Dr.  Huertas  en  una  epidemia  de  fiebre  amarilla  en  el 
Manguito,  usó  este  tratamiento  con  buenos  resulta- 
dos; que  es  partidario  ferviente  del  método  evacuante. 


Guarta  sesión 


El  Dr.  Albert  J.  Read  lee  el  trabajo  del  Dr.  J.  H.  Kellog 
“ The  Hydriatic  treatment  of  chronic  disorders.” 


Quinta  sesión 


El  Dr.  Erancisco  J.  de  Vildósola  lee  su  trabajo  “Inves- 
tigación  del  azúcar  en  la  orina;  sus  dificultades  y el 
método  más  práctico  para  encontrarla.” 

El  Dr.  H.  RobELIN  afirma  los  hechos  del  Dr.  Vildósola  y 
dice  qne  es  muy  frecuente  sean  los  trastornos  de  la 
piel  los  que  primeramente  inicien  el  diagnóstico  del 
glicosúrico  y diabético;  que  ha  visto  acompañada  en 


muchas  ocasiones  la  glicosuria  y la  diabetes  con  el 
cáncer;  y cree  que  con  la  tuberculosis,  es  una  de  las 
maneras  más  frecuentes  de  terminar  la  diabetes. 

El  Dr.  Manuel  F.  Alfonso  felicita  al  Dr.  Vildósola  por 
proporcionar  á la  clase  médica  un  medio  de  investi- 
gar la  más  insignificante  cantidad  de  azúcar  en  la  ori- 
na, habiendo  observado,  y ahora  se  explica  el  por  qué, 
individuos  que  en  su  laboratorio  habían  sido  conside- 
rados como  glicosúricos,  fueron  negados  por  análisis 
de  otros  químicos,  sufriendo  más  tarde  las  graves  con- 
secuencias de  este  segundo  error. 

Dr.  Alberto  Román  (Iguala).  Su  trabajo  “El  cacodilato  de 
sosa  en  el  Paludismo”  es  leído  por  el  Dr.  Luis  Gon- 
zález O’Brien. 

Dr.  J.  N.  Bloom:  “Mercury  for  acne,”  leído  por  el  Dr.  Rai- 
mundo Castro,  en  español,  siendo  el  original  en  inglés. 

Dr.  Antonio  M.  Crispin:  “Acute  dilatation  of  the  heart.” 
Trabajo  en  inglés  traducido  en  el  acto  de  leerlo  por  el 
Dr.  Raimundo  Castro. 

Se  recibe  una  carta  del  Dr.  J.  Guiteras  en  la  que  anuncia  un 
trabajo  del  Dr.  Roland  G.  Curtin,  de  Filadelfia,  sobre 
“La  fuerza  y volumen  del  torrente  circulatorio  como 
causa  de  las  variaciones  en  los  soplos  cardiacos.”  Co- 
mo no  llegó  el  trabajo  á esta  Sección,  por  haberse  leí- 
do  en  la  Sección  de  Medicina  General,  se  dio  por 
terminadas  las  sesiones  del  Tercer  Congreso  Médico 
Pan-Americano,  en  su  Sección  de  Terapéutica  y Pa- 
tología, de  que  yo,  uno  de  los  secretarios,  doy  cuenta. 


Dr.  A.  Perez  Miró. 


YELLOW  FEVER  AND  SANARELLI  SERUM 


THE  REPORT  OF  A CASE  OF  GRAVE  YELLOW  FEVER, 
TREATED  WITH  SANARELLY  SERUM  AT  THE  U.  S.  NAVAL  STATION, 
HAVANA,  CUBA,  OCTOBER  19th,  1899  1 
BY 

•RAPHAEL  O.  MAR0OÜR, 

assistant  surgeon,  u,  s.  navy. 


Gentlemen: 

The  detailed  clinical  report  which  I am  about  to  read  to  you  is  particularly 
interesting  in  view  of  the  well  marked  clinical  manifestations. 

PERSONAL  history. — Lawrence  D.  F.,  Hospital  Steward  U.  S.  Navy; 
American;  Age  27  years  and  3 months:  enlisted  at  New  York,  N.  Y.  December 
2nd,  1896. 

Habits:  Very  good.  Never  drank  intoxicating  liquors;  never  had  malaria, 
although  he  lived  for  many  years  in  a malaria  infected  district.  At  the  time  of  his 
illness  he  had  been  in  Havana  about  ten  months.  The  first  four  months  of  his  stay 
in  Cuba,  he  lived  aboard  the  U.  S.  S.  “Resolute”  and  when  the  “Resolute”  left  for 
Hampton  Roads,  he  was  transferred  to  the  shore  station  on  April  27th,  1899,  and 
occupied  quarters  at  the  Machina  wharf  2 up  to  the  time  of  his  illness;  during  this 
time  he  was  constantly  thrown  in  contact  with  cases  of  yellow  fever.  The  last  case 
that  he  had  attended  died  on  October  4th,  fifteen  days  before  his  attack. 

He  had  been  taking  five  grains  of  quinine  sulphate  daily  for  more  than  two 
and  a half  months. 

On  October  15th  he  had  a severe  heart-burn  and  a peculiar  pain  in  the 
abdominal  region.  He  was  also  nauseated. 

These  simptoms  were  followed  by  diarrhea,  wich  lasted  up  to  the  time  of  his 
attack.  On  October  18th,  he  had  three  movements  from  his  bowels.  On  October 
19th,  he  arose  at  the  usual  hour,  apparently  veil,  breakfasted  with  a fairly  good 
appetite;  at  supper  he  ate  but  little.  At  five  P.  M.  the  same  day  he  felt  weak  and 
tired;  felt  like  lying  down,  but  instead,  took  a walk  in  the  city.  He  returned  by 
way  of  Oficios  street  3 to  Teniente-Rey  street,  where  he  stopped  to  drink  a glass  of 
lemonade.  Immediately  after  drinking  the  lemonade,  he  began  to  feel  cold  and 
returned  to  the  Machina  about  6.30  P.  M. 


1 This  being  a report  to  Surgeon  General  W.  K.  VanReypen,  U.  S.  Navy,  it  is  published  with  his 
permission 

2 The  Machina  wharf  is  near  the  mouth  of  a very  large  sewer  which  empties  into  the  harbor,  and 
is  only  a short  distance  from  San  José  wharf  and  Dead  man’s  hole,  two  badly  infected  localities 

3 This  street  runs  almost  paralell  to  the  harbor,  about  four  hundred  feet  from  the  water  front,  and 
is  known  to  be  a badly  infected  street.  There  had  been  quite  a number  of  cases  of  yellow  fever  which  were 
supposed  to  have  originated  from  this  street,  mostly  all  terminating  in  death. 


He  sat  down  in  the  dispensary  for  a short  while  and  tried  to  read,  but  he 
suddenly  put  the  book  down,  feeling  chilly  and  asked  the  Hospital  Apprentice  if 
he  felt  cold  and  upon  receiving  a negative  reply,  he  took  his  temperature,  which 
registered  100.3°  Fahr.  He  did  not  pay  much  attention  to  this  small  rise  of  temper- 
ature, as  he  attributed  hit  tired  feeling  and  pyrexia  to  a small  boil  in  the  left  axilla 
which  he  had  been  trying  to  abort  several  days  previous. 

At  8 P.  M.  while  disrobing  to  go  to  bed,  he  had  a distinct  chill,  which  shook 
his  whole  body;  he  then  took  three  compound  cathartic  pills  and  eight  grains  of 
quinine  sulphate  in  tablet  form  and  went  to  bed.  He  slept  very  well  up  to  ten  P.  M. 
when  he  awoke  with  a severe  frontal  headache  (He  stated  the  next  day  that  the 
pain  seemed  to  be  in  the  bones  of  the  skull)  and  also  a desire  to  go  to  the  stool;  he 
felt  nauseated  and  started  for  the  closet,  a distance  of  about  twenty-five  feet  from 
the  dispensary,  but  before  reaching  that  place,  he  vomited  and  after  reaching  the 
closet  he  had  a very  good  action  from  his  bowels  and  hurried  back  to  bed:  he  did 
not  remain  there  very  long,  having  to  return  to  the  water  closet,  where  he  had 
another  movement  from  his  bowels.  He  returned  to  bed  again  and  from  this  time 
up  to  6 A.  M.  he  was  tossing  and  groaning  in  bed  all  the  time. 

detailed  clinical  HLSTORY. 

First  day:  from  5 A.  M.  October  20th,  to  5 A.  M.,  October  21st,  1899.  At 
about  5 A.  M.,  I was  called  and  informed  that  the  Hospital  Steward  was  sick;  I 
hurried  down  to  see  him  and  found  him  in  bed  in  the  dispensary.  His  face  was 
flushed  and  congested,  his  eyes  were  markedly  so.  The  lower  margin  of  the  upper 
eye-lids  were  purplish,  the  skin  was  hot  and  dry,  the  conjunctivas  were  injected, 
and  the  sclerotics  tinged  with  yellow.  The  upper  lip,  was  slightly  puffed  or  swollen, 
the  lower  one  was  very  red;  the  gums  were  firm,  the  tongue  was  thick,  slightly 
coated,  and  not  indented  or  tooth  marked.  He  was  nauseated,  and  complained  of 
a bad  taste  in  his  mouth.  He  also  complained  of  severe  pains  in  the  front  part  of 
his  head,  back  of  the  neck,  and  over  the  loins. 

There  was  some  tenderness  in  the  epigastric  region,  extending  a little 
distance  to  the  right  of  the  medium  line.  Liver  dullness  slightly  increased  in  the 
mammary  line;  spleenic  dullness  seemed  normal.  Temperature  100.2°  Fahr. 
Pulse  104. 

I had  him  sponged  with  warm  water  and  mustard,  for  about  twenty  minutes, 
he  wTas  then  dried  and  covered  with  a blanket,  and  carefully  removed  (carrying  bed 
and  all)  to  the  Hospital,  and  watches  kept. 

An  ice  cap  was  first  applied  over  the  head,  but  as  it  caused  an  increase  of 
pain  (due  to  the  weight  of  the  cap)  I substituted  towels  dipped  in  ice  cold  water 
and  frequently  changed.  I ordered  that  his  temperature  be  taken  every  hour,  and 
that  a sponge  bath  be  given  him  with  ice  cold  water  every  hour  if  the  temperature 
reached  102°  Fahr.,  or  over;  this  was  done. 

At  8 A.  M.,  I found  his  temperature  rising,  having  already  reached  101° 
Fahr.,  Pulse  115.  Three  to  six  ounces  of  Vichy  water  was  ordered  and  given 
regularly  every  half  hour,  or  as  near  to  it  as  possible.  At  8.25  A.  M.,  immediately 
after  drinking  three  ounces  of  Vichy  water,  he  vomited  (projectile  type)  this 
vomited  matter  was  examined  as  follows:  decidedly  acid  re-action,  and  containing 
principally  water  mixed  with  red  blood,  mucus  and  the  characteristics  of  “Vomito 
negro”,  black  specks,  or  flies  wings. 

The  early  appearance  of  flies  wings  in  the  vomited  matter  of  this  disease 
being  a very  bad  prognostic  sign,  the  red  blood  was  evidence  of  hemorrhage  some 
where. 

At  9 A.  M.,  his  temperature  was  103.8°  Fahr.  Pulse  120.  He  was  then  given 
a sponge  bath  with  ice  cold  water,  this  did  not  have  any  immediate  affect  on  the 
temperature,  but  his  pulse  was  somewhat  lowered,  now  beating  109  to  the  minute. 

At  10.45  A.  M.,  after  carefully  ascepticising  the  lobe  of  the  right  ear,  I drew 
two  specimens  of  blood  and  sent  them  to  the  Laboratory.  Two  days  later  I learned 
that  the  cover  glasses  which  had  been  placed  over  the  droop  of  blood  on  the 
slide,  had  smeared  the  specimens  to  such  an  extent,  that  is  was  impossible  to  get  a 
report  from  the  Bacteriologist.  The  patient  was  extremely  nervous  by  this  time, 
that  is  was  decided  not  to  disturb  him  more  than  was  absolutely  necessary,  as  it 


278 


was  then  too  late  to  administer  quinine.  I am  very  sorry  that  this  happened,  because 
I would  have  liked  to  have  had  a microscopic  report  as  to  the  presence  or  absence 
of  malarial  organism.  I am  of  the  opinion  that  I would  have  gotten  a negative 
report.  At  noon  his  temperature  had  dropped  to  101.8°  Fahr.,  Pulse  96.  In  the 
afternoon  his  temperature  began  to  rise  again  very  rapidly.  4 

At  1.30  P.  M.  he  voided  the  first  urine,  256  grams,  straw  color,  highly  acid 
re-action,  specific  gravity  1025,  bile  and  a thin  trace  of  albumen.  At  1.50  P.  M., 
he  vomited  again,  it  was  the  same  as  the  first  vomited  matter  with  the  exception 
that  it  contained  more  blood  of  a darker  color,  and  a larger  quantity  of  black  specks. 
PAifty  minutes  before  vomiting,  his  temperature  was  102.8°  Fahr.,  and  twenty 
minutes  after  vomiting  his  temperature  dropped  .6°  Fahr. 

At  12  M.,  his  stomach  had  become  so  painful  and  irritable,  that  a large  hot 
mustard  poultice  was  applied  over  the  epigastrium. 

Between  3 P.  M.,  and  10  P.  M.,  his  temperature  ranged  between  102°  Fahr. 
and  103°  Fahr.  never  once  rising  above,  and  only  falling  once  below  102°  Fahr,  that 
was  immediately  after  a cold  sponge  bath,  it  only  fell  .2°  Fahr.  and  remained 
there  only  a short  time. 

During  these  seven  hours  just  past,  his  pulse  ranged  between  76  and  99  beats 
per  minute,  respiration  from  18  to  25. 

At  8.50  P.  M.,  he  vomited  a third  time,  consisting  principally  of  water  mixed 
with  mucus,  which  was  streaked  with  blood,  and  containing  flies  wings.  Just  30 
minutes  previous  to  his  vomiting,  his  temperature  was  102.4°  Fahr.,  pulse  86,  and 
ten  minutes  after  vomiting  his  temperature  rose  .6°  Fahr.,  pulse  fell  to  76. 

At  10.25  P.  M.,  he  passed  224  grams  of  urine,  which  was  highly  colored  and 
cloudy,  having  a very  strong  odor,  an  acid  re-action,  specific  gravity  1025;  bile  and 
2%  of  moist  albumen. 

The  early  appearance  of  this  amount  of  albumen,  together  with  other 
symptoms,  caused  me  to  consider  his  case  exceedingly  grave  from  the  start.  From 
10.30  P.  M.,  to  11  P.  M.,  he  was  exceedingly  nervous,  crying  aloud  and  tossing 
in  bed  from  side  to  side,  nothing  seemed  to  quiet  him. 

During  the  thirty  minutes  just  passed,  I had  gone  to  the  yellow  fever 
hospital  “Las  Animas”,  to  procure  serum,  which  Major  Gorgas  had  stored  there. 
I returned  at  11  P.  M.,  and  immediately  began  to  prepare  my  patient  for  the  injec- 
tion of  the  serum. 

The  only  available  syringe  was  the  one  belonging  to  the  venereal  case,  this 
syringe  had  never  been  used,  and  answered  the  purpose  very  well.  The  instrument 
used  was  thoroughly  sterilized,  and  wrapped  in  a sterilized  towel,  the  abdomen  was 
next  thoroughly  and  carefully  disinfected. 

The  patient  was  complaining  of  considerable  pain  on  the  left  side,  so  I 
selected  the  right  illiac  region  for  the  first  injection.  The  Sanarelly  serum  used, 
is  put  up  in  tight  hermetically  sealed  bottles,  containing  20  c.  c.  of  the  serum.  The 
capacity  of  my  syringe  being  only  8 c.  c.,  and  in  order  to  avoid  the  necessary  pain 
of  making  more  than  one  puncture  (as  the  dose  of  the  serum  should  be  20  c.  c.) 
I decided  to  leave  the  needle  in  its  place  or  position,  and  unscrew  the  syringe, 
taking  care  not  to  force  any  air  in  the  needle.  I injected  the  first  dose  of  the  serum 
at  11.30  P.  M.,  thirty  hours  after  his  chill,  20  c.  c.  being  injected  subcutaneously 
into  the  loose  cellular  tissue  of  the  right  illiac  region,  and  the  puncture  made  by 
the  needle  covered  with  iodoform  collodium.  A large  towel,  folded  in  half  and  dip- 
ped in  ice  cold  water,  and  frequently  changed,  was  then  applied  over  the  abdomen, 
and  continued  for  several  days  thereafter.  His  temperature  at  10  P.  M.,  was  102.6° 
Fahr.  Pulse  80.  Respiration  24. 

At  11.30  P.  M.,  thirty  minutes  after  he  had  received  the  first  dose  of  the 
serum  (20  c.  c.j,  his  temperature  rose  to  103.4°  Fahr.,  Pulse  78.,  Respiration  25. 
He  was  very  much  quieter  and  fell  into  a natural  sleep,  not  lasting  very  long. 

From  11.30  P.  M.,  to  5 A.  M.,  his  temperature  ranged  between  103°  Fahr. 
and  103.8°  Fahr.  Pulse  from  78  to  86.  Respirations  between  23  and  26.  He  had 
several  short  naps  during  the  course  of  the  night;  he  had  a very  good  action  from 
his  bowels  at  4.45  P.  M. 

During  the  first  twenty  four  hours  he  had  been  under  my  observation,  he 
voided  480  grams  of  urine  containing  2%  of  albumen. 

He  was  given  nineteen  sponge  baths  during  the  course  of  the  day,  fourteen 
before  and  five  after  the  injection  of  the  serum. 
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The  first  sponge  bath  was  with  warm  water  and  mustard,  the  second  with 
ordinary  cold  water,  but  not  deriving  much  benefit  from  the  latter,  I tried,  and 
with  better  success,  sponging  with  ice  cold  water;  each  sponge  bath  lasting  from 
ten  to  twenty  minutes,  and  including  the  entire  body.  Towels  dipped  in  ice  cold 
water,  and  freqneutly  changed,  were  constantly  kept  over  his  head  and  abdomen; 
the  first  relieving  the  severe  cephalalgia,  and  the  latter  the  intense  heat  from  the 
hot  burning  skin  of  the  abdomen.  He  drank  seventy  four  ounces  of  ice  cold  Vichy 
(Celestine)  during  the  first  day,  and  growing  tired  of  the  Vichy  water,  ice  cold 
Vichy  lemonade  was  substituted,  which  he  drank  with  much  pleasure. 

Second  day,  from  5 A.  M.  October  21st,  to  5 A.  M.  October  22nd,  1899.  At 
6 A.  M.,  his  temperature  was  103.8°  Fahr.,  Pulse  77,  Respiration  25,  he  was  notas 
nervous  and  restless  as  on  the  previous  day.  His  face  was  still  congested,  and  there 
was  marked  capillary  stasis  the  conjunctivas  were  injected,  and  the  sclerotics 
were  more  heavily  tinged  with  yellow  than  on  the  first  day. 

There  was  a hemorrhagic  spot  in  the  right  sclera,  the  size  of  a small  pea. 
The  gums  were  beginning  to  break  down,  and  were  bleeding,  this  was  more  mark- 
ed with  the  gums  of  the  upper  jaw. 

Small  minute  hemorrhagic  spots  were  seen  on  the  helix  of  the  ears.  He 
expectorated  occasionally  a heavy,  rusty  colored,  frothy  sputum.  The  same  treat- 
ment as  on  the  previous  day,  with  a few  additions,  was  continued.  Namely,  ice 
cold  sponge  baths,  ice  cold  towels  to  the  head  and  abdomen,  in  addition,  an  enema 
of  one  quart  of  warm  water  and  a half  ounce  of  sulphate  of  magnesia,  to  be  given 
every  twelve  hours;  his  mouth  to  be  washed  twice  daily  with  either  a solution  of 
bi-carbonate  of  soda,  or  of  listerine.  The  first  enema  was  given  at  6.30  A.  M.,  and 
was  retained  ten  minutes,  when  he  had  a very  good  movement,  voiding  at  the 
same  time  64  grams  of  de  urine,  which  was  cloudy,  having  a strong  odor,  an  acid 
re-action,  specific  gravity  1025,  bile  and  1%  of  moist  albumen. 

It  was  very  encouraging  to  see  that  the  albumen  had  already  diminished  to 
one  half  the  quantity  that  was  present  during  the  first  day  of  his  illness.  His 
temperature  was  still  rising,  while  the  pulse  was  falling  all  the  time.  Sometimes  an 
ice  cold  sponge  bath  would  bring  down  his  temperature  .2°  Fahr.,  but  it  would 
rise  again  in  a short  time.  At  8 A.  M.,  his  temperature  was  103.7°  Fahr.  Pulse  90. 
Respiration  25,  and  after  sponging  him  all  over  with  ice  cold  water,  his  temper- 
ature dropped  1.9°  Fahr. 

At  9.10  A.  M.,  his  temperature  was  104.1°  Fahr.  Pulse  99.  Respiration  27. 
It  was  now  nine  hours  and  forty  minutes  since  the  first  injection  of  serum  had 
been  given,  and  about  thirty  nine  hours  and  forty  minutes  since  his  chill. 

The  patient’s  abdomen  was  again  prepared,  and  the  second  dose  of  serum 
given  at  9.20  A.  M.,  20  c.  c.  being  injected  subcutaneusly  into  the  loose  cellular 
tissue  of  the  left  illiac  region,  and  ten  minutes  later  sponged  with  ice  cold  water. 
His  temperature  after  the  bath  was  103.6°  Fahr.  .5°  Fahr.,  lower  than  before 
the  injection  of  the  serum.  During  the  five  and  one  half  hours,  between  9.30  A.  M. 
and  3 P.  M.,  his  temperature  fluctuated  between  103°  F'ahr.  and  103.9°  Fahr.  Only 
on  one  occasion  did  the  temperature  fall  below  103°  Fahr. ; that  was  after  a sponge 
bath,  the  ice  water  lowered  the  temperature  .6°  Fahr,,  and  remained  there 
thirty  minutes.  During  the  same  space  of  time,  his  pulse  ranged  between  74  and 
90  beats  per  minute;  respiration  from  25  to  28. 

He  was  nauseated,  his  stomach  was  irritable;  the  only  thing  that  seemed  to 
quiet  the  congested,  inflamed,  and  irritable  stomach  was  crushed  ice,  which  was 
given  him  very  often,  he  himself  calling  for  it  several  times.  Another  thing  which 
helped  to  quiet,  and  diminish  the  pain  in  the  stomach,  was  constant  and  conti- 
nuos application  of  towels,  dipped  in  ice  cold  water  and  rung  out.  Notwithstand- 
ing all  this,  at  10.50  A.  M.,  he  vomited  one  pint  of  dark  blood,  which  was  mixed 
with  mucus,  and  containing  a considerable  quantity  of  black  specks  (flies  wings), 
some  floating  on  top,  others  precipitating  to  the  bottom.  Twenty  minutes  before 
vomiting,  his  temperature  was  103.7°  Fahr.  Pulse  84.  Repiration  27,  and  forty 
minutes  after  vomiting  his  temperature  rose  .2°  Fahr.  Pulse  fell  ten  beats,  respir- 
ation numbered  25.  His  bowels  were  well  open,  having  had  three  actions  in  five 
and  one  half  hours;  the  last  two  stools  containing  a large  quantity  of  black  matter, 
presumably  blood.  His  kidneys  were  also  acting  freely.  The  patient  was  very 
talkative  during  the  first  part  of  the  day,  and  tossed  in  bed  a great  deal.  Between 
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3 P.  M.  and  10  P.  M.,  he  was  doing  as  well  as  could  possibly  be  expected,  his 
temperature  ranging  between  102°  Fahr..  and  103°  Fahr.,  and  once  during  these 
seven  hours  his  temperature  dropped  to  101.8°  Fahr.  At  3.05  P.  M.,  he  vomited 
some  dark  blood,  with  considerable  mucus,  and  flies  wings;  this  vomited  matter 
was  highly  acid.  After  vomiting  he  fell  asleep  for  a little  while.  His  temperature 
fifteen  minutes  before  vomiting,  was  103.4°  Fahr.  Pulse  78,  Respiration  28.  On 
awakening,  he  was  very  nervous  and  irritable,  and  for  this  reason  his  temperature 
was  not  taken,  until  one  hour  and  twenty  five  minutes  after  vomiting..  It  was  then 
noticed  that  his  temperature  had  fallen  1.4°  Fahr.  Pulse  was  increased  by  two 
beats.  At  5.25  P.  M.,  after  an  intermission  of  eight  hours,  the  patient  was  again 
prepared  (in  the  same  manner  as  prescribed  for  the  two  first  injections)  for  the 
third  and  last  dose  of  the  serum,  The  case  was  now  about  forty  eight  hours  old, 
that  is  forty  eight  hours  since  he  had  the  chill.  The  only  tender  or  sensative  part 
of  the  abdomen,  was  in  the  epigastric  region;  the  place  where  I inserted  the  needle 
in  giving  the  second  injection  of  serum,  was  inflamed,  but  there  was  no  pain.  The 
left  illiac  region  was  again  selected,  and  20  c.  c.  of  Sanarelli  serum  again  injected 
into  the  loose  cellular  tissue  of  this  region.  Fifteen  minutes  before  the  injection  of 
the  serum,  his  temperature  was  102.8°  Fahr.  Pulse  80,  Respiration  28.  Thirty  five 
minutes  after  the  injection,  his  temperature  had  gone  up  .2°  Fahr.  (103°  F. ) Pulse 
remained  the  same.  Respiration  slightly  increased  to  32  per  minute.  At  5.50  P.  M., 
he  vomited  a small  quantity  of  very  black  blood;  his  kidneys  were  functioning  well, 
and  the  urine  passed  in  the  afternoon  was  examined  as  follows:  color,  pale  straw 
and  cloudy,  re -action  acid,  very  strong  odor,  sp.  gr.  1015,  bile  and  2%  of  moist 
albumen.  At  10  P.  M.,  he  was  doing  nicely,  apparently  sleeping,  and  as  I was 
about  to  leave  the  room,  my  back  being  turned  to  the  bed,  and  was  giving  instruct- 
ions to  the  nurse  for  the  night,  when  like  a flash  he  suddenly  jumped  out  of  bed, 
and  before  we  succeeded  in  putting  him  back  in  it,  he  had  involuntarily  urinated 
and  defecated  all  over  the  floor,  he  at  the  same  time  vomited  blood,  he  was  partial- 
ly delirious  and  wanted  to  get  up.  I spoke  and  tried  to  convince  him,  but  without 
any  effect;  he  was  then  forcebly  held  down  in  bed.  He  was  now  perspiring  freely, 
and  was  sponged  with  ice  cold  water;  he  then  fell  asleep.  At  11  P.  M.  he  awoke, 
temperature  102.6°  Fahr.,  pulse  88,  respiration  24.  From  11  P.  M.,  to  5 A.  M.,  his 
temperature  ranged  between  101.2°  Fahr.,  102.6°  Fahr.  Pulse  between  78  and  88. 
Respirations  from  24  to  34. 

During  this  space  of  time,  he  seemed  to  have  lost  control  of  the  sphincter 
muscles,  having  had  an  involuntary  evacuation  in  bed  urinating  at  the  same  time, 
the  bed  pan  and  urinal  were  then  kept  in  place  for  a short  while.  He  was  nauseated 
and  unable  to  articulate  properly;  he  seemed  to  have  lost  control  of  his  vocal 
chords,  and  he  swallowed  with  great  difficulty.  At.  2.25  A.  M.,  while  drinking  ice 
water  out  of  a feeding  cup,  he  surprised  the  nurse  by  suddenly  sitting  up  in  bed, 
he  would  probably  have  jumped  out  of  bed,  had  not  the  nurse  been  right  near 
hirp.  At  2.30  A.  M.,  he  vomited  a very  greenish  watery  fluid,  with  mucus  and 
black  specks,  (flies  wings).  His  temperature  ten  minutes  before  vomiting  was  101 .6° 
Fahr.  pulse  88.  Respiration  26,  and  one  hour  after  vomiting,  his  temperature  had 
gone  up  to  102.1°  Fahr.  Pulse  84.  Resp.  25.  During  this  second  day  he  was  given 
twenty  sponge  baths  of  ice  cold  water,  he  drank  about  eighty  seven  ounces  of  ice 
cold  lemonade  made  with  Vichy  water,  he  was  given  two  enemas  of  one  quart  each 
of  warm  water  and  a half  ounce  of  sulphate  of  magnesia. 

He  had  in  all  nine  evacuations,  two  of  which  were  involuntary,  and  seven 
voluntary  (one  in  bed,  and  one  on  the  floor).  Besides  1750  grams  of  urine  was 
collected  during  the  twenty  four  hours.  The  color  was  pale  amber,  highly  acid 
re-action,  sp.  gr.  1010,  bile  an  2%  of  moist  albumen.  He  vomited  five  times  during 
this  day. 

Third  day,  begining5  A.  M.  October  22nd,  ending  5 A.  M.  October  23rd.  The 
patient  was  in  a more  depressed  condition,  stomach  was  more  irritable,  there  was 
partial  retention  of  urine,  the  quantity  diminished,  sp.  gr.  was  lower,  albumen 
was  increasing.  He  was  very  nervous  and  irritable.  Partially  delirious,  and  in  a 
semi-comatose  condition.  All  the  mucus  membranes  were  bleeding.  The  above 
symptoms  marked  the  twenty  four  hours  that  followed  from  5 A.  M.  to  10  A.  M., 
his  temperature  fluctuated  from  101°. Fahr.,  to  102.5°  Fahr,  Pulse  from  71  to  82. 
Respiration  from  26  to  32. 
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At  6.50  A.  M.,  he  was  given  an  enema,  and  immediately  after  lie  became 
very  nervous,  tried  to  get  up,  and  had  to  be  held' in  bed.  He  was  partially  delirious 
and  unable  to  articulate  properly. 

At  10  A.  M.,  his  temperature  having  reached  102.5°  Fahr.,  he  was  given  a 
sponge  bath  of  ice  cold  water,  and  his  temperature  taken  immediately  after  register- 
ing .1  of  a degree  higher  than  before  the  bath,  that  is  102.6°  Fahr.  At  10.20  A.  M. 
fifteen  minutes  after  having  drank  one  ounce  of  Vichy  lemonade,  he  vomited  about 
a half  pint  of  black  blood  which  was  mixed  with  mucus.  There  was  also  a large 
amount  of  flies  wings  in  this  vomited  matter,  which  after  being  allowed  to  settle, 
precipitated  a very  black  matter.  At  11.15  A.  M.,  his  temperature  was  the  same, 
102.6°Fahr.  Pulse  75.  Respiration  34.  His  facial  expression  was  more  characteristic 
of  a grave  case  of  typhoid  icteroid,  he  had  an  anxious  expression,  and  his  eyes  were 
beginning  te  become  hollowed  with  dark  circles.  There  was  a marked  cyanotic 
border  along  the  lower  margin  of  the  upper  eye  lids,  the  conjuctivas  were  still 
injected,  and  the  sclera  of  a light  yellow.  The  hemorrhagic  spot  in  the  lower 
right  sclera  was  larger,  as  if  diffused;  there  was  marked  capillary  stasis.  There  was 
a faint  icterus  of  the  face,  neck,  and  upper  third  of  body.  The  upper  lip  was  still 
congested,  and  both  very  dry,  gums  very  spongy  and  bleeding,  and  the  lower  one 
beginning  to  dequemate  and  exfolliate.  Whenever  he  either  vomited,  or  attempted 
to  vomit,  his  tongue,  gums  and  mouth  would  bleed  freely.  His  tongue  was  notably 
thick,  heavily  coated  with  a green  fur,  having  red  border  and  tooth  marked.  His 
throat  was  very  dry,  and  he  swallowed  with  great  difficulty.  The  respiration  was 
exagerated  but  apparently  not  pain  when  breathing.  The  wounds  in  the  abdomen 
caused  by  the  injection  of  the  serum,  were  neither  swollen  or  tender.  The  patient 
was  not  complaining  of  any  pain.  The  morning  urine  was  examined,  it  was  of  a 
light  amber  color,  having  a faint  odor,  an  acid  re-action,  sp.  gr.  1008,  bile  and  5% 
of  moist  albumen.  From  11.15  A.  M.,  to  4.15  P.  M.,  his  temperature  ranged  from 
102.6°  Fahr.  103.1°  Fahr.,  pulse  ranged  from  75  to  84,  respiration  from  30  to  35. 
During  the  five  hours  just  passed,  he  rested  better  than  any  other  time.  He  was 
nauseated  and  wanted  to  vomit  several  times  but  was  prevented  by  the  immediate 
internal  administration  of  crushed  ice.  Several  times  during  the  day  he  complained 
of  dizziness  in  the  head.  From  4.15  P.  M.,  to  1.  A.  M,,  his  temperature  had  gradually 
fallen  1.8°  Fahr.  (103.3°Fahr. ) In  the  nine  hours  his  pulse  fell  steadily  from  84  to 
64,  respiration  from  31  to  27.  Owing  to  the  excessive  hemorrage  from  the  mouth, 
it  became  necessary  to  wash  his  mouth  frequently;  listerine  being  used,  one  dram 
to  eight  ounces  of  water.  He  had  several  liemorrages,  from  the  bowels  which 
passed  off  involuntarily  from  the  rectum,  as  coagulated  clots  of  blood  mixed  with 
mucus,  and  very  offensive.  He  was  now  complaining  of  his  throat,  it  causes  him 
pain,  whenever  he  attempted  to  swallow.  He  had  not  urinated  for  several  hours, 
and  after  percussing  over  the  bladder,  found  it  to  be  distended.  Towels  dipped  in 
hot  water  and  frequently  changed,  were  then  applied  over  the  pubes.  This  only 
caused  him  to  pass  thirty  grams  of  urine.  I then  decided  to  catheterize  him,  which 
I did  regularly  afterwards  every  eight  hours.  From  2 A.  M.,  to  5 A.  M.,  his 
temperature  ran  between  101.9°  Fahr.  to  102.2°  Fahr.,  pulse  from  74  to  83,  respira- 
tion from  30  to  32.  The  treatment  this  day  was  slightly  modified  from  that  of  the 
previous  day;  first  the  number  of  baths  were  diminished,  he  was  only  given  eleven 
sponge  baths  during  the  twenty  four  hours;  second  he  only  drank  seventeen  ounces 
of  ice  cold  Vichy  lemonade,  and  took  considerable  water  in  the  form  of  crushed  ice. 
He  was  given  two  enemas  during  the  twenty  four  hours,  two  of  which  consisted  of 
warm  water,  two  quarts,  sulphate  of  magnesia  half  ounce,  with  an  intermission  of 
twelve  hours  between  the  two.  The  third  enema  consisted  of  one  pint  of  ice  cold 
lithia  water,  most  of  this  was  retained  or  absorbed.  He  was  nauseated  the  entire 
day,  but  only  vomited  black  once.  He  passed  1325  grams  of  urine,  sp.  gr.  1010, 
bile  and  5%  of  moist  albumen.  He  had  eight  actions  from  his  bowels,  five  were 
voluntary,  and  three  involuntary,  all  three  of  the  involuntary  stools,  were 
principally  dark  coagulated  and  decomposing  clots  of  blood. 

All  the  stools  contained  more  or  less  blood  and  mucus.  Considerable  flatus 
was  also  expelled.  At  4 A.  M.  October  23rd,  I gave  him  the  first  dose  of  stimulant, 
strychnine  1/30  gr. 

Fourth  day,  beginning  5 A.  M.  October  24th.  ending  5 A.  M.  October  25. 
With  the  exception  of  the  facial  appearance,  nothing  unusual  happened;  he  was 
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apparently  doing  well;  his  stomach  was  much  quieter  than  it  had  been  before, 
although  he  was  still  nauseated,  and  wanted  to  vomit  several  times;  he  swallowed 
with  great  difficulty,  and  only  crushed  ice;  this  he  would  keep  in  his  mouth  until 
it  was  all  melted,  then  would  sip  it  drop  by  drop.  The  previously  ralaxed  sphinc- 
ters were  in  better  condition  this  day;  he  had  control  over  the  vesical  and  rectal 
sphincters.  From  10  A.  M.,  his  temperature  kept  coming  down  gradually;  it  now 
ranged  from  100.7°  Fahr.  102.2°  Fahr.,  pulse  from  75  to  81,  respiration  from  30  to 
34.  He  was  much  quieter,  and  at  2 P.  M.,  finding  his  temperature  100.9°  Fahr., 
pulse  75,  respiration  33,  I decided  to  try  him  with  a little  nourishment,  and  accord- 
ingly had  some  malted  milk  prepared.  (Two  drams  of  malted  milk  to  three  drams 
of  water).  One  and  a half  drams  of  this  food  was  given  by  the  mouth,  and  three 
and  a half  drams  given  through  the  rectum;  the  alimentary  track  retaining  this 
without  any  inconvenience,  and  thirty  minutes  later,  his  temperature  was  taken, 
and  it  registered  the  same  as  before  taking  the  nourishment;  pulse  had  increased 
two  beats,  respiration  now  thirty.  From  6 P.  M.  to  12  M.,  his  temperature  varied 
from  101.9°  Fahr.  to  100.4°  Fahr.,  pulse  from  70  to  75,  respiration  from  31  to  33. 
He  rested  well  during  this  space  of  time.  He  was  in  a semi-comatose  condition 
almost  all  day.  From  midnight  to  5 A.  M.,  his  temperature  ranged  from  100.5° 
Fahr.,  to  101.4°  Fahr.,  pulse  from  68  to  76,  respiration  from  30  to  33.  He  was 
slightly  nauseated.  During  the  twenty  four  hours  just  passed,  the  face  and  body 
were  sponged  seven  times,  he  drank  eight  ounces  of  ice  cold  lithia  water,  and 
thirty  three  spoonf ulls  of  crushed  ice  was  also  given,  he  was  given  slowly  nine 
enemas  of  one  pint  each  of  ice  cold  lithia  water,  most  of  which  was  retained,  only 
three  or  four  ounces  being  expelled  after  each  enema.  He  had  two  good  move- 
ments from  his  bowels,  both  of  which  were  yellow.  He  was  catheterized  four 
times  during  the  twenty  four  hours,  drawing  in  all  1560  grams  of  urine,  having  a 
light  amber  color;  a faint  odor;  acid  re-action;  sp.  gr.  1010,  bile  and  2%  of  moist 
albumen,  this  was  very  encouraging.  He  was  given  1/30  grain  of  strychnine 
sulphate,  during  the  twenty  four  hours;  he  was  also  given  one  and  one  half  drams 
of  malted  milk,  three  and  one  half  drams  of  malted  milk  was  also  given  by  the  rec- 
tum. He  urinated  involuntarily  in  bed  once,  just  a small  quantity  of  urine,  suffici- 
ent to  soil  the  bed  cloths.  On  two  occasions  he  tried  to  get  out  of  bed,  but  was 
prevented.  His  back  was  rubbed  with  alcohol  three  times  during  the  day. 

Fifth  day,  beginning  5 A.  M.  October  24.  Ending  5 A.  M.  October  25.  The 
patient  was  doing  well,  and  I had  strong  hopes  for  his  recovery,  all  the  chances 
being  in  his  favor.  He  was  much  quieter,  spoke  plainer,  and  answered  questions 
promptly.  From  5 A.  M.,  to  12  M.,  his  temperature  ran  between  100.4°  Fahr.  and 
101.9°  Fahr.,  pulse  ranged  from  68  to  79,  respiration  from  28  to  33.  He  passed 
urine  this  morning  without  the  assistance  of  the  catheter,  and  he  absolutely  refus- 
ed to  drink  any  more  water,  Vichy  or  lemonade;  he  was  then  persuaded  to  try 
Appolinaris,  this  he  drank  in  small  quantities. 

His  throat  still  pained  him  a little,  this  was  the  principal  reason  why  he  did 
not  care  to  partake  of  any  more  fluids,  His  temperature  being  low,  I ordered  that 
the  sponge  baths  be  discontinued  to  one  every  six  hours  if  necessary.  His  stomach 
was  very  much  quieter,  and  I determined  to  try  some  more  nourishment.  Six  drams 
of  malted  milk  as  previously  prepared  was  administered  by  the  mouth  every  half 
hour,  and  it  did  not  cause  any  irritation  of  the  stomach.  His  temperature  rose  .8 
of  a degree,  pulse  increased  seven  beats.  The  facial  appearance  to  day  was  much 
better  than  that  on  the  previous  day,  although  the  color  of  the  skin  of  the  face 
and  neck  was  nearing  that  of  a dark  mahogany.  The  eyes  were  the  same  as  on  the 
preceeding  day,  with  the  exception  of  another  hemorrhagic  spot,  the  size  of  a 
small  pea  in  the  lower  half  of  the  left  sclera;  the  lower  margin  of  the  upper  eye  lids 
was  still  ven^  dark;  epistaxis  from  the  left  nasal  cavity;  gums  sore  and  covered 
with  a white  e*pithelium,  which  disquamated  and  peeled  off  readily  when  gently 
rubbed  with  the  finger,  leaving  the  gums  very  red  and  beeding.  The  tongue  was 
thickly  coated  with  a dirty  fur,  pointed,  having  a red  diamond  tip,  and  border. 
No  pains  but  slight  tenderness  on  pressure  over  the  epigastrium. 

At  11  A.  M.,  his  temperature  was  101.6°  Fahr.,  Pulse  77,  respiration  33.  Six 
drams  of  meat  juice  was  given  him  by  the  mouth,  and  at  12.30  P.  M.,  one  hour 
and  twenty  minutes  later,  his  temperature  had  fallen  1.1°  Fahr..  pulse  and  respir- 
ation remaining  the  same.  From  12.30  to  8 P.  M.,  his  temperature  ranged  between 


100.3°  Falir.,  103°  Fahr.,  pulse  from  72  to  79,  respiration  from  30  to  34.  At  5.30 
P.  M.,  lie  was  given  one  ounce  of  chicken  brotli,  by  the  mouth,  his  temperature 
thirty  minutes  before  being  102.1°  Fahr.,  pulse  76.  respiration  31,  and  twenty  five 
minutes  after  having  taken  the  broth,  his  temperature  had  fallen  to  101.2° 
Fahr.,  pulse  remained  the  same,  respiration  now  32.  At  8 P.  M.,  his  temperature 
was  100.3°  Falir.,  pulse  74,  respiration  30.  At  8.45  P.  M.,  one  ounce  of  chicken 
broth  was  again  given  him  by  the  mouth,  and  at  9 P.  M.,  fifteen  minutes  later,  his 
temperature  had  risen.  4 of  a degree  Fahr.,  pulse  the  same,  respiration  31.  From 
10  P.  M.,  to  1 A.  M.,  his  temperature  ranged  between  100.2°  Fahr.,  to  101.2°  Fahr. 
pulse  from  68  to  77,  respiration  from  33  to  35.  From  1 A.  M.(  to  5 A.  M..  he  would 
doze  off  for  a half  hour  at  a time,  and  wake  up  suddenly;  very  restless,  this  restless- 
ness only  lasted  a few  minutes,  when  he  would  doze  off  again.  During  this  time 
his  temperature  ranged  between  101.2°  Fahr.  and  99.6?  Fahr.,  pulse  from  74  to  77, 
respiration  from  32  to  35. 

During  the  twenty  four  hours  just  passed,  he  was  given  one  sponge  bath 
with  warm  water,  and  his  body  sponged  with  cold  water  four  different  times,  each 
sponging  lasting  ten  minutes;  his  body  was  rubbed  with  alcohol  twice,  he  was 
given  fifteen  spoonfuls  of  crushed  ice,  and  about  thirty  five  ounces  of  ice  cold 
Appolinaris  water.  One  tenth  of  a grain  of  calomel  was  given,  he  was  also  given 
V 30  grain  of  strychnine  sulphate.  He  passed  1437  grams  of  light  amber  colored 
urine,  having  an  acid  re-action,  sp.  gr.  1010,  bile  and  4%  of  moist  albumen. 

Sixt  day,  beginning  5 A.  M.,  October  25.  ending  5 A.  M.,  October  26.  From 
5 A.  M,,  to  noon  his  temperature  fluctuated  between  103.  Fahr.  and  101.5°  Fahr. 
pulse  from  72  to  77,  respiration  from  31  to  35.  He  seemed  to  be  doing  very  well 
and  appeared  to  rest  for  a longer  time,  then  would  fall  asleep  again.  The  skin  of 
the  body  was  of  a light  yellow  color,  the  skin  of  the  face  and  neck  (anterior  and 
posterior  parts)  was  purplish;  the  skin  was  moist,  the  sclerotics  were  yellow,  and  the 
hemorrhagic  spots  seemed  to  be  more  diffused  than  yesterday;  his  stomach  was  not 
irritable,  and  his  kidneys  were  functioning  well,  but  he  suffered  from  retention  of 
urine,  and  whenever  his  bladder  became  distended  it  caused  him  to  become  very 
restless.  One  additional,  and  at  the  same  time  very  alarming  sign,  was  the  popular 
muscular  twitching,  which  is  so  characteristic  in  this  disease,  also  a desire  on  the 
part  of  the  patient  to  pick  at  his  nose  and  the  bed  cloths.  Certain  muscles  of  the 
body  seemed  to  be  particularly  effected  by  the  icteriod  toxine,  namely,  first,  the 
facial  muscles,  (levator  labii  superior  aleque  nasi)  the  muscles  of  the  extremity, 
the  muscles  of  the  hands,  next  the  flexor  muscles  of  the  fore  arms  and 
legs.  The  only  thing  that  he  seemed  to  need  was  nourishment,  and  accord- 
ingly one  ounce  of  liquid  food  was  given  every  three  hours.  From  1 P.  M.,  his 
temperature  ranged  between  99.8°  Fahr.,  and  101.5°  Fahr..  pulse  from  72  to 
85,  respiration  from  29  to  32.  He  was  in  a much  better  condition  but  extremely 
weak;  his  eyes  were  hollowed,  having  dark  circles  around  them.  At  9,15  P.  M., 
one  pint  of  black  coffee  was  given  by  enema,  and  one  hour  later  his  temperature 
had  decreased  1.1°  Fahr.,  his  pulse  also  decreased  three  beats,  respiration  remain- 
ed the  same.  From  10  P.  M.,  to  5 A.  M.,  his  temperature  ranged  from  99.8°  Fahr., 
to  101.8°  Fahr.,  pulse  from  72  to  76,  respiration  from  29  to  32.  During  the  sixth 
day  he  passed  1445  grams  of  urine  of  a light  amber  color,  acid  reaction,  sp.  gr. 
1010,  bile  and  8%  of  moist  albumen.  He  was  sponged  eleven  times  with  cold  water, 
and  once  with  alcohol;  twenty  five  ounces  of  ice  cold  Appolinaris  and  thirteen 
ounces  of  ice  cold  water  was  taken  by  the  patient.  The  quantity  of  food  taken  by 
the  mouth  during  the  twenty  four  hours  was,  chicken  broth  two  ounces,  meat 
juice  six  drams,  malted  milk  three  ounces.  He  was  given  a nutritive  enemata  of 
one  ounce  of  chicken  broth:  he  was  also  given  two  enemas,  one  of  warm  water  one 
quart,  sulphate  of  magnesia  half  ounce,  the  other,  two  pints  of  black  coffee.  He 
had  five  actions  from  his  bowels,  two  very  dark  brown  (probably  due  to  the  enema 
of  coffee).  The  other  three  were  of  a light  yellow  color.  He  vomited  once  during 
this  day,  the  vomited  matter  consisting  principally  of  water  mixed  with  mucus, 
streaked  with  blood,  the  black  specks  or  fly’s  wings  still  in  evidence. 

Seventh  day,  beginning  5 A.  M.,  October  27.  The  facial  appearance  of  the 
patient  was  that  of  a dying  man,  and  I as  well  as  the  other  physicians  who  saw  him 
at  the  time,  felt  that  the  end  was  near.  He  was  given  up  by  all  of  the  Medical  men 
who  saw  him.  His  expression  was  very  anxious,  as  if  pleading  for  something  to 
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relieve  his  suffering;  I had  him  carefully  watched,  two  nurses  being  at  his  bed-side 
constantly,  and  two  immune  laborers  in  the  adjoining  room  to  render  whatever 
assistance  was  necessary.  The  muscular  tremor  was  more  noticeable  this  day,  and 
at  times  his  whole  body  trembled,  just  as  if  from  a chill;  this  body  tremor  lasted 
from  fifteen  to  twenty  seconds.  He  still  persistently  refused  to  drink  anything. 
From  5 A.  M.,  his  temperature  fell  gradually  from  97.7°  Fahr.  to  99°  Fahr.,  pulse 
ranged  from  68  to  70,  respiration  from  29  to  30.  The  skin  of  his  face  over  the  malar 
bones  was  purplish,  and  purple  spots  or  patches  were  present  over  different  parts 
of  the  face,  hands,  and  posterior  parts  of  the  fore-arms  and  legs.  The  skin  of  the 
body,  was  of  a light  lemon  yellow  color,  principally  best  seen  over  the  abdomen, 
and  inner  side  of  the  thighs  and  arms.  The  sclerotics  were  yellow,  showing  the 
difussed  hemorrhagic  spots  in  both  eyes.  The  nose  was  pinched  and  bleeding,  clots 
of  coagulated  blood  was  washed  out  of  both  ears,  the  mouth,  lips,  gums,  tongue, 
palate,  and  inner  side  of  cheeks  were  bleeding,  and  the  characteristic  of  vomito 
negro  (flies  wings)  present  on  the  tongue;  the  skin  was  dry.  The  morming  urine 
examined,  color  amber,  re-action  acid,  sp.  gr.  1012,  bile  and  8%  of  moist  albumen 
present.  On  account  of  irritation  produced  by  the  introduction  of  the  catheter,  I 
again  commenced  applying  towels,  dipped  in  hot  water,  and  rung  dry,  over  the 
pubis,  this  was  kept  up  for  three  hours,  when  he  passed  175  grams  of  cloudy  urine, 
having  a strong  odor,  acid  re-action,  sp.  gr.  1102,  bile  and  40%  of  moist  albumen 
present. 

At  9.40  A.  M.,  he  suddenly  collapsed,  which  was  first  noticed  by  the  appear- 
ance of  a heavy  beaded  cold  perspiration,  oven  the  forehead,  chest,  arms,  and 
thighs;  his  hands  and  feet  were  cold,  the  skin  of  his  body  cold  and  clammy.  Hot 
water  bags,  and  bottles  containing  hot  water,  wrapped  in  towels  were  immediately 
placed  around  the  patient.  At  10.20  A.  M.,  temperature  was  still  99.7°  Fahr., 
pulse  77,  respiration  30.  He  was  then  rubbed  with  lemons  split  in  half,  and  alcohol 
(by  the  two  trained  nurses,  and  the  two  immune  laborers,  who  had  been  detailed 
for  that  duty).  This  continued  massage  of  the  entire  body,  was  kept  up  for  seven 
hours,  when  the  four  persons  were  reduced  to  two,  (one  trained  nurse,  and  one 
laborer)  on  watch  at  the  time.  The  patient  had  a mouth  full  of  coagulated  blood, 
his  gums  were  black,  and  he  was  unable  to  swallow. 

Ice  cold  champagne  was  dropped  slowly  into  the  mouth,  about  thirty  drops 
to  the  minute.  At  11  A.  M.  1 injected  t/30  grain  of  strychnine  sulphate  hypoder- 
mically into  the  muscles  of  left  arm.  The  hot  water  bags  and  bottles  were  kept 
around  him  constantly. 

From  11.15  A.  M.,  to  3.15  P.  M.,  his  temperature  fell  gradually  from  98° 
Fahr.,  to  95.4°  Fahr.  axillary.  Pulse  from  69  to  75.  At  11  A.  M.,  I catherized 
him  and  drew  430  grams  of  very  cloudy  urine,  having  a very  strong  odor,  sp.  gr. 
1010,  bile  and  40%  of  moist  albumen  present.  At  12.10  P.  M.,  he  vomited  thick 
black  matter,  principally  blood  from  the  mouth  mixed  with  mucus.  At  4.30  P.  M., 
his  temperature  went  up  to  98.3°  Fahr.,  pulse  77,  respiration  24.  At  5 P.  M.,  an 
enema  of  hot  beef  tea  was  given  slowly;  this  was  retained.  He  was  able  to  swallow 
now,  and  was  given  one  ounce  of  ice  cold  champagne  every  thirty  minutes.  At 
6 P.  M.,  his  temperature  was  97.6°  Fahr.,  pulse  72,  respiration  25.  Massage  with 
the  half  lemons  and  alcohol  was  renewed  whenever  the  perspiration  appeared  on 
his  face  or  body.  At  7.30  P.  M.,  his  temperature  was  98.2°  Fahr.,  pulse  72,  respira- 
tion 31.  At  6.05  P.  M.,  a second  enema  of  hot  beef  tea  [one  pint]  was  given  slowly, 
this  was  also  retained.  It  was  impossible  to  keep  his  body  warm,  and  the  bags  and 
bottl.es  could  not  be  dispensed  with.  At  10.25  P.  M.,  he  vomited  again,  the  ejected 
matter  being  black,  and  containing  some  rusty  colored  mucus. 

At  11.20  P.M.,  his  temperature  was  9£.4°  Fahr.,  pulse  68,  respiration  29, 
and  from  this  time  on  until  4.15  A.  M..  his  temperature  ranged  between  98.4° 
Fahr.  and  97.4°  Fahr.,  pulse  between  66  and  78,  respiration  from  29  to  34.  He  was 
in  a partial  comatose  condition,  his  mouth,  tongue,  gums,  and  lips  were  bleeding, 
and  it  was  noticed  that  he  swallowed  most  of  the  blood  from  his  bleeding  mouth. 
During  this  day  1645  grams  of  urine  were  obtained,  1470  grams  being  drawn  by 
the  catheter,  and  175  grams  without  the  aid  of  the  catheter.  He  vomited  three 
times  this  day,  was  given  altogether  1/ 5 grain  strychnine  sulphate,  administered 
hypodermically,  forty  ounces  of  ice  cold  champagne  was  given  by  the  mouth,  and 
he  was  given  three  enemas,  each  one  pint  of  hot  beef  tea.  He  wTas  also  given  one 
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dram  of  whiskey,  and  seven  drams  of  milk  by  the  month,  considerable  crushed  ice 
was  forced  down  his  stomach.  Hand  and  face  sponged;  cold  towels  over  the 
abdomen,  hot  towels  over  the  pubis,  hot  applications  around  the  body,  and  almost 
continous  massage,  which  lasted  most  of  the  twenty  four  hours. 

Eighth  day.  beginning  5 A.  M.  October  27th,  ending  5 A.  M.  October  28th. 
This  day  was  marked  with  unusual  interest,  he  was  unconcious  of  his  actions;  was 
extremely  restless  and  wanted  to  get  out  of  bed.  The  skin  of  his  face  was  dusky 
and  spotted,  the  eye  balls  were  fixed  in  one  position,  never  rotating;  there  was  a 
peculiar  twitching  of  the  muscles  of  the  face,  the  conjunctivas  were  of  a deep  yellow 
color,  showing  the  diffuse  liemorrage  spots  in  each  eye.  The  skin  of  the  neck  was 
purplish,  the  skin  of  the  fore-head  was  yellow  (lemon)  more  marked  towards  the 
roots  of  the  hair.  His  fingers  and  occasionally  his  hands  flexed,  he  was  not 
complaining  of  any  pain,  the  lips  were  still  bleeding,  and  his  mouth  was  tightly 
closed,  it  being  impossible  to  get  him  to  open  his  mouth,  therefore  impossible  to 
get  him  to  drink  anything.  At  times  he  expectorated  small  pieces  of  coagulated 
blood,  which  was  very  black.  His  pulse  was  good  and  strong,  remaining  below 
seventy  most  of  the  time,  his  feet  and  hands  were  cold,  and  the  hot  water  bags 
and  bottles  had  to  be  replaced  around  the  body:  A general  massage  of  lemons 
and  alcohol  was  continued  this  day.  At  8 A.  M.,  his  temperature  was  97.2° 
Fahr.  axillary,  pulse  62.  At  9 A.  M.,  he  was  very  restless,  and  after  percussing  over 
the  bladder,  found  it  to  be  distended,  and  proceeded  to  catheterize  him,  drawing 
600  grams  of  urine;  this  relieved  his  restlessness  for  about  thirty  minutes,  when  he 
began  fighting  off  the  attendants,  and  accordingly  the  massage  had  to  be  stopped* 
At  12  M.,  his  temperature  was  still  falling  97°  Fahr.  axillary,  pulse  60,  respiration 
26.  At  2.45  P.  M.,  he  fell  into  a natural  sleep,  lasting  about  two  hours,  this  was 
the  first  sleep  he  had  for  several  days.  He  awoke  at  4.45  P.  M.,  feeling  much 
better  from  this  short  nap,  and  when  asked  if  he  would  take  a little  iced  cham- 
pagne, he  replied  by  nodding  his  head  meaning  yes.  I then  ordered  that  four 
drams  or  more  be  given  every  half  hour.  At  5.35  P.  M.,  his  pulse  was  rising  and 
getting  weaker,  it  was  now  beating  64  per  minute.  At  6.20  P.  M.  I gave  him  1/ 30 
grain  strychnine  sulphate  hypodermically  , and  then  took  his  temperature  which 
registered  98.2°  Fahr.,  axillary,  pulse  72,  respiration  32.  He  became  very  quiet, 
remaining  in  this  condition  until  about  7.  P.  M.,  when  he  began  groaning  and 
tossing  in  bed  from  side  to  side,  an  all  of  a sudden  he  jumped  out  of  be  striking 
the  nurse  and  felling  her,  he  then  posted  himself  in  one  corner  of  the  room  and 
defied  anyone  to  approach  him,  he  tried  to  speak,  but  was  unable  to  articulate  and 
muttered  all  his  words.  When  anyone  tried  to  get  hold  of  him,  he  would  push 
them  off.  I was  sent  for,  and  ordered  two  of  the  immune  laborers  who  were  with 
me  in  the  room  at  the  time,  to  assist  in  getting  hold  of  him,  at  the  same  time 
cautioning  them  not  to  get  hold  of  him  around  the  abdomen. 

He  was  overpowered  and  held  down  in  bed,  he  was  very  angry  with  us  all, 
and  swore  at  us  most  of  the  time;  he  was  perspiring  freely  and  getting  very  weak. 
At  7.50  P.  M.,  it  was  impossible  to  take  his  temperature,  for  he  had  to  be  held 
down  in  bed  by  four  men  for  five  hours.  His  pulse  was  90,  respiration  34.  I then 
injected  l/e  of  a grain  of  cocaine  hydrochlorate.  At  8.40  P.  M.,  his  temperature 
had  reached  98°  Fahr,  pulse  100,  respiration  43.  At  1 A.  M.,  he  fell  a sleep  and 
became  very  quiet  again,  awakening  at  3.35  A.  M.,  his  temperature  had  fallen  one 
degree  Fahr.  (97°  Fahr)  pulse  had  slowed  to  60,  respiration  36.  He  seemed  to  be 
perfectly  rational,  and  asked  many  questions  about  the  place  he  was  in,  and  about 
his  condition. 

At  4.30  A.  M.,  he  passed  355  grams  of  urine,  without  the  aid  of  the  catheter; 
this  urine  was  of  a light  amber  color,  having  an  acid  reaction,  sp.  gr.  1020;  bile 
and  2%  of  moist  albumen  present.  During  the  twenty  four  hours  just  passed,  he 
passed  955  grams  of  urine.  690  with,  and  355  without  the  aid  of  the  catheter,  he 
was  given  during  that  time  1/15  grain  of  strychnine  sulphate,  1/6  grain  of  cocaine 
hydrochlorate,  and  champagne  ice  cold. 

Ninth  day,  beginning  5 A.  M.  October  28,  ending  5 A.  M.  October  29.  This 
was  the  beginning  of  a slow  convalescence.  He  slept  the  largest  part  of  the  day; 
what  was  most  feared  was  a relapse,  and  all  necessary  precautions  were  taken 
guarding  against  such  a complication.  We  were  more  vigilant  over  his  diet,  and 
everything  that  was  given  him  was  carefully  measured,  and  noted  down,  in  order 
to  avoid  misfeeding  him.  He  was  conscious,  his  expression  was  bright,  and  the 
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wild,  infuriated  and  anxious  look  he  had  during  the  few  days  past,  was  rapidly 
passing  away.  The  mucous  membranes  were  bleeding  no  more,  he  urinated  at  will. 
On  two  different  occasions  he  seemed  to  sink  away;  he  was  watched  to  such  an 
extent,  and  everything  that  transpired  so  carefully  noted,  that  I was  made  aware 
of  his  condition  all  the  time.  I ordered  that  he  be  sponged  every  two  or  three 
hours  with  alcohol,  and  that  he  be  given  one  ounce  of  the  most  nutritions  liquid 
food  every  two  hours  (freshly  prepared  chicken  broth  was  selected).  At  7.10 
A.  M.,  his  temperature  was  97.1°  Fahr.,  pulse  70,  respiration  23,  and  ten  minutes 
later  passed  365  grams  of  urine,  containing  2%  of  moist  albumen.  I tried  to  have 
him  drink  more  champagne,  but  after  having  drank  the  two  first  ounces  given  him, 
he  felt  nauseated,  and  for  that  reason  it  was  stopped,  and  ice  cold  lithia  water 
substituted.  At  9.15  A.  M.,  after  having  thoroughly  prepared  the  left  axilla,  I 
opened  a large  boil  in  the  left  arm-pit;  this  boil  had  been  noticed  all  along  during 
his  illness,  as  a large  inflamed  axillary  gland,  which  was  hard  and  painful  to  the 
touch.  About  five  ounces  of  thick,  curdy  opaque  and  bloody  pus  was  discharged 
from  this  boil.  The  cavity  was  thoroughly  cleansed  and  packed  with  iodoform 
gauze.  (Toutre’s  remark,  that  he  had  never  seen  a case  of  yellow  fever,  where  pus 
having  formed,  the  patient  did  not  recover,  was  confirmed  in  this  instance),  I will 
not  dwell  on  his  temperature,  pulse,  and  respiration  during  this  day,  it  being 
sufficient  to  state  that  the  temperature  fluctuated  betwen  97.1°  Fahr.  and  96.5° 
Fahr.,  pulse  between  60  and  70,  respiration  between  23  and  26.  Beef  tea  enemas 
were  given.  He  had  four  actions  from  his  bowels  during  this  day,  all  very  black, 
probably  due  to  the  enemas  of  beef  tea;  the  stools  contained  some  clots  of 
decomposed  blood  aud  mucous.  He  urinated  970  grams,  of  a light  amber  color, 
acid  re-action,  sp.  gr.  1010,  bile  and  2%  of  moist  albumen.  He  was  given  during.the 
twenty  four  hours  nine  ounces  of  very  carefully  prepared  chicken  broth.  He  was 
also  given  six  enemas  of  one  pint  each;  three  of  hot  beef  tea,  and  three  of  hot 
water,  l/io  grain  of  strychnine  sulphate,  was  given  by  the  mouth;  he  drank  two 
ounces  of  ice  cold  champagne,  and  thirty  five  ounces  of  ice  cold  lithia  water,  his 
body  was  sponged  with  alcohol,  and  massaged  nine  times  each  massage  lasting 
from  ten  to  twenty  minutes. 

Tenth  day,  beginning  5 A.  M.  October  29,  ending  5 A.  M.  October  30.  His 
temperature  was  still  subnormal,  varying  between  97.5°  Fahr.  and  97.8°  Fahr., 
during  the  day.  There  is  one  thing  that  happened  this  day  which  is  of  sufficient 
importance  and  characteristics  to  be  noted  in  detail.  It  was  the  appearance  of  a 
rather  peculiar  erithematous  eruption ; this  eruption  which  made  its  appearance  on 
the  tenth  day  of  the  disease,  was  slightly  elevated  from  the  epidermis,  intensely 
itchy, ¡and  having  a peculiar  play  of  colors,  rapidly  changing  in  from  ten  to  tweuty 
minutes,  from  bright  fiery  red,  toa  fading  golden  yellow.  This  eruption  first  appear- 
ed as  isolated  patches,  varying:  in  size  from  that  of  a pea,  to  that  of  a large  bean, 
and  were  indurated.  It  appeared  first  on  certain  parts  of  the  body,  and  later  almost 
the  entire  body  was  covered  with  them.  Some  of  the  patches  being  joined  or  mixed 
with  its  neighbor  that  the  size  soon  changed,  and  some  patches  reached  the  size 
of  a silver  dollar,  the  borders  of  these  patches  however  never  changed.  This  erup- 
tion began  first  by  an  itchy  sensation  at  the  point  where  the  serum  was  first  inject- 
ed, namely  the  right  and  left  sides  of  the  abdomen.  This  itchy  sensation  neces- 
sarily caused  the  patient  to  rub  the  parts  considerably;  immediately  after  rubbing 
the  parts  the  patches  were  plainly  seen,  from  the  left  side  of  the  abdomen,  it  made 
its  appearance  on  the  opposite  side,  next  was  seen  on  the  inner  side  of  the  thighs, 
then  the  inner  side  of  the  arms  and  forearms,  at  the  elbow  joint,  later  the  under 
surface  of  the  knee  and  calf  of  leg,  and  finally  appearing  on  the  thorax.  A few 
isolated  spots  were  distributed  over  the  hands  and  feet.  He  passed  2005  grams  of 
urine  of  a light  straw  color,  slightly  acid  re-action,  sp.  gr  1016,  trace  of  bile,  and 
2%  of  moist  albumen  present.  He  had  four  actions  from  his  bowels,  being  prin- 
cipally mucus.  The  treatment  this  day  was  principally  dieting,  he  partook  of 
chicken  broth  one  ounce  every  two  hours,  six  ounces  being  consumed  during  the 
day.  He  was  also  given  five  ounces  of  the  juice  of  a broiled  beef  steak.  Nine  ounces 
of  ice  cream  was  also  given.  His  body  was  rubbed  with  alcohol  five  times,  he  was 
given  four  enemas  of  warm  beef  tea,  of  one  pint  each ; he  drank  one  hundred  and 
twenty  ounces  of  Appolinaris  water.  The  only  medicine  used  being  strychnine 
sulphate  I/15  grain  given  the  entire  day. 
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Eleventh  day,  beginning  5 A.  M.  October  30,  ending  5 A.  M.  October  31st. 
1899.  The  patient  was  slowly  convalescing,  nothing  especially  noticeable  occur- 
ing,  with  the  exception  that  the  albumen  had  diminished  to  1/2  of  1%,  he  having 
passed  2285  grams  of  urine,  having  a very  light  odor,  a slightly  acid  re-action,  sp. 
gr.  1012,  and  1/2  to  1%  of  moist  albumen  present.  His  diet  was  four  ounces  of 
prepared  malted  milk,  two  ounces  of  chicken  broth,  fifty  eight  ounces  of  boiled 
cows  milk  ice  cold,  thirty  two  ounces  of  ice  cold  water,  and  he  ate  five  ounces  of 
ice  cream.  1/15  grain  of  strychnine  sulphate  was  given  by  the  mouth. 

Twelfth  day,  beginning  5 A.  M.  October  31,  ending  5 A.  M.  Nov.  1st.  99. 
He  was  getting  along  very  well,  the  only  thing  that  seemed  to  trouble  him  was  the 
eruption,  which  was  still  present,  and  very  itchy,  otherwise  he  slept  most  of  the 
day  and  had  to  be  wakened  to  take  his  medicine  and  nourishment  when  it  became 
due.  His  temperature  remained  subnormal  throughout  the  day.  He  was  still  very 
weak,  and  a trace  of  albumen  was  still  present  in  his  urine.  He  passed  1737  grams 
of  urine  of  a pale  straw  color,  very  slightly  acid  re-action  sp.  gr.  1011,  and  a trace 
of  albumen.  He  had  six  actions  from  his  bowels,  all  liquid  and  of  a greenish  color. 
To  alleviate  the  itchy  sensation,  caused  by  the  eruption,  it  was  washed  over  with  a 
saline  solution,  and  afterwards  powdered  with  magnesia  carbonate. 

He  was  very  carefully  dieted  this  day,  milk  being  principally  used.  He  was 
given  an  enema  of  a half  pint  of  beef  tea,  and  he  drank  ten  ounces  of  ice  cold 
water.  He  was  given  a tonic  composed  of  iron,  quinine,  strychnine,  and  arsenic. 
He  was  also  given  a half  ounce  of  spirits  of  frumenti,  and  an  enema  of  warm  water, 
one  pint,  magnesia  sulphate  a half  ounce  was  also  given. 

Thirteenth  day,  beginning  5 A.  M.  Nov.  1,  ending  5 A.  M.  Nov.  2nd.  99. 
Patient  was  doing  very  well,  the  only  thing  necessary  was  nourishment  and  stim- 
ulation. There  was  still  a trace  of  albumen  present  in  the  urine,  which  appeared  in 
the  urine  up  to  the  seventeenth  day,  when  it  disappeared  entirely.  In  this  case  60 
c.  c.  of  serum  was  injected  subcutaneously  before  the  end  of  the  second  day  of  the 
disease  in  20  c.  c.  doses.  The  first  dose  was  given  twenty  seven  and  one  half  hours 
after  the  chill,  and  the  second  dose  nine  hours  and  forty  minutes  later,  or  thirty 
seven  hours  and  ten  minutes  after  the  chill;  the  third  dose  was  given  eight  hours 
following  the  second  dose,  or  forty  eight  hours  and  ten  minutes  after  the  chill. 

The  patient  was  weighed  on  the  fifth  day  of  November,  after  eighteen  days  of 
illness,  and  it  was  found  that  he  had  lost  thirty  four  pounds.  As  far  as  records  go,  I 
am  of  the  opinion  that  this  is  the  first  authentic  case  of  grave  yellow  fever,  where 
the  patient  had  black  vomit,  was  treated  with  Sanarelli’s  serum,  and  recovered. 

Gentlemen,  before  concluding  this  paper,  I wish  to  state  that  I treated  two 
other  cases  of  yellow  fever  with  serum,  but  this  is  the  only  one  that  is  worthy  of 
mention  in  detail,  since  the  others  were  mild  cases,  and  probably  would  have 
recovered  without  the  use  of  serum.  The  first  case  I tried  the  serum  on  was  a mild 
case.  I injected  the  first  dose  of  serum  when  the  case  was  thirty  eight  and  one  half 
hours  old,  the  last  dose  of  serum  was  injected  twenty  three  and  one  half  hours 
later.  Eighty  eight  cc.  of  serum  was  used  in  this  case.  The  highest  temperature 
recorded  in  this  case  was  103.4°  Fahr.,  pulse  was  then  82,  respiration  20.  This  was 
forty  five  hours  after  the  onset,  and  five  and  one  half  hours  after  the  injection  of 
the  first  dose  of  serum. 

The  second  case  was  the  one  first  described.  The  third  was  a very  light  one 
only  40  c..  c.  of  serum  being  used.  The  first  dose  was  injected  fourteen  hours  after. 
The  highest  temperature  recorded  was  101.3°  Fahr.  Pulse  73.  Respiration  16.  This 
was  twenty  hours  after  his  chill,  six  hours  after  the  injection  of  the  first  dose  of 
serum  and  fifteen  minutes  before  the  second  injection  of  serum.  The  same  eruption 
which  I described  in  the  case  of  the  Hospital  Steward,  was  present  in  these  two 
mild  cases. 

The  eruption  appears  about  five  on  six  days  after  the  injection  of  the  serum, 
and  last  about  one  week,  and  the  extent  and  duration  of  the  eruption  depends 
entirely  upon  the  quantity  of  the  serum  used  and  the  severity  of  the  case.  After 
the  first  dose  of  serum  the  patient  becomes  quiet,  and  towards  the  end  of  the  last 
dose,  is  much  quieter.  The  pains  diminish  and  vomiting  subsides  to  a certain 
extent.  The  patients  body  seems  to  be  numb  to  the  touch,  and  he  has  not  much 
feeling.  The  organ  which  first  responds  to  the  serum,  is  the  kidneys,  and  the  most 
remarkable  symptom  during  the  progress  of  these  three  cases,  was  the  large 
quantity  of  urine  secreted  daily. 
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DE  LA 

SEROTERAPIA  EQUINA  EN  LAS  ENTERITIS  CRONICAS 
DEL  ADULTO 

POR  EL 

D-R.  LUIS  ORTEGA 

(habana,  cuba) 

El  éxito  obtenido  en  el  tratamiento  de  enfermedades  te- 
nidas hasta  hace  poco  como  muy  peligrosas  ó mortales,  llé- 
vame á presentar  á la  consideración  de  este  ilustrado  tribunal, 
las  observaciones  que  fundamentan  este  trabajo,  basadas  en 
hechos  puramente  científicos  deducidos  de  los  adelantos  que 
en  estos  últimos  tiempos  ha  adquirido  la  bacteriología  y que 
ensanchan  el  vasto  campo  del  tratamiento,  indicando  un  nue- 
vo derrotero  preñado  de  éxitos  y sorpresas.  Apenas  llegada 
á su  segunda  infancia,  la  seroterapia  y sus  sorprendentes 
aplicaciones  nos  hacen  adivinar  que  la  terapéutica  venidera, 
esa  terapéutica  del  próximo  siglo,  se  anuncia  para  la  hu- 
manidad brindándole  una  garantía  más  de  vida  y para  el 
hombre  de  ciencia,  satisfaciendo  una  de  sus  más  legítimas 
aspiraciones,  el  tratamiento  de  las  enfermedades  por  el  cono- 
cimiento de  su  causa.  El  vértigo  de  la  investigación  y de  la 
experimentación  que  invade  hoy  los  cerebros  de  la  ciencia, 
nos  reserva  para  no  lejanos  días  nuevas  substancias  obteni- 
das por  la  intervención  de  los  microorganismos  en  sus  rela- 
ciones con  las  células  y tejidos  de  nuestra  economía. 

Los  sueros  de  todas  clases,  tanto  diagnósticos  como  pre- 
ventivos y curativos,  se  han  vulgarizado  ya  en  la  generación 
médica  presente  y es  una  de  estas  variedades  de  los  sueros, 
el  suero  equino  fisiológico  en  las  enteritis  crónicas,  la  que 
sirve  de  tema  á mi  trabajo. 


Observaciones  personales  y otras  facilitadas  por  queri- 
dos compañeros,  seguidas  con  escrupulosa  vigilancia,  me  de- 
ciden á elegirla  siquiera  no  tenga  más  valor  que  el  entusias- 
mo que  me  guía.  Dado  lo  complicado  del  problema  que  trato 
de  resolver  y la  insuficiencia  bibliográfica  sobre  el  particular, 
se  me  hace  necesario  dividir  mi  trabajo  en  tres  capítulos  que 
titularé:  Alteraciones  de  la  sangre  en  la  caquexia  enterztica; 
segundo:  Estudio  del  suero  sanguíneo  humano  y del  equino , 
y tercero:  Acción  de  éste  sobre  el  organismo  para  explicarnos 
su  efecto  curativo. 

Los  dos  grandes  factores  etiológicos  de  las  enteritis  son 
los  agentes  microbianos  y las  substancias  tóxicas,  y es  preci- 
so no  olvidar  que  los  microorganismos  por  sí  mismos  fabrican 
substancias  tóxicas  ó favorecen  su  producción. 

De  todos  los  productos  bacterianos  los  más  importantes 
son  las  ptomainas,  las  toxialbúminas  y los  fermentos  tóxicos; 
l$s  primeras  son  ciertos  alcaloides  hallados  en  los  cadáveres 
y substancias  albuminoideas  en  putrefacción,  sospechados  por 
Gaspar  y estudiados  por  Gautier;  su  toxicidad  explica  por 
un  lado  la  acción  letal  de  las  substancias  en  putrefacción  y 
por  otra  la  influencia  nociva  de  las  bacterias  patógenas,  las 
cuales,  como  ya  habían  presumido  muchos,  no  obran  en  el 
organismo  por  acción  de  presencia  sino  envenenando  la  san- 
gre y perturbando  á beneficio  de  las  ptomainas  y alcaloides 
que  segregan  el  juego  normal  del  sistema  nervioso.  Además 
de  este  colosal  contingente  bacteriano  que  constituye,  como 
hemos  dicho,  una  de  las  dos  grandes  causas  de  enteritis,  te- 
nemos las  substancias  tóxicas,  muy  numerosas,  (el  alcohol,  el 
tártaro  estibiado,  el  antimonio,  el  arsénico,  los  drásticos  y 
otros  productos  minerales,  producto  de  nuestro  organismo, 
carbonato  de  amoniaco,  ácido  úrico,  etc.)  cuyas  primitivas  le- 
siones inflamatorias  del  intestino,  bien  pronto  determinarán 
las  lesiones  secundarias  de  la  sangre. 

Sin  detenernos  en  los  primeros  estados  de  las  enteritis 
que  no  interesan  á nuestro  propósito,  y en  los  que  las  resis- 
tencias celulosas  y la  prescripción  de  un  tratamiento  bien 
dirigido  han  vencido  el  ataque,  llegamos  á ese  estado  de  croni- 
cidad, en  que  las  lesiones  locales  establecidas  han  repercuti- 
do su  influencia  desastrosa  sobre  humores  cuya  integridad 
es  indispensable  para  la  vida  y han  sobreañadido  otro  estado 
que  no  hará  otra  cosa  que  agravar  el  primero.  Son  precisa- 
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mente  las  lesiones  determinadas  en  la  sangre,  en  los  estados 
avanzados  de  las  enteritis,  los  que  hemos  de  procurar  estu- 
diar en  este  primer  capítulo.  Nada  es  más  vago  ni  tratado  de 
una  manera  más  superficial  en  los  tratados  clásicos  que  las 
alteraciones  generales  del  líquido  sanguíneo;  tal  parece  que 
su  influencia  sobre  las  regeneraciones  locales  del  intestino, 
ulteriormente  no  es  ninguna  y que  aquellos  no  representan 
la  consecuencia  natural  de  la  producción  constante  de  toxi- 
nas; la  sangre,  en  efecto,  es  el  vehículo  de  las  materias  nutri- 
tivas y de  los  productos  desasimilados,  y se  concibe  bien  que 
toda  lesión  en  los  órganos  encargados  de  conducir  á él  las 
substancias  alimenticias  y toda  perturbación  en  el  acto  de  la 
asimilación  ó desasimilación  de  los  tejidos  vendrá  á reflejarse 
en  una  alteración  duradera  de  la  composición  química  del 
plasma.  Además,  dicho  humor  constituyente  consta  de  célu- 
las advenedizas  cuya  cuna  y sepulcro  hállanse  en  otros  órga- 
nos; por  consecuencia  puede  darse  por  cierto  que  ese  líquido 
se  altera  varias  veces  por  padecimientos  de  órganos  ajenos 
que  por  afecciones  propias,  haciéndose  eco  especialmente  de 
los  disturbios  ocurridos  en  las  partes  con  quienes  mantiene 
cambios  químicos  y celulares,  y desde  este  punto  de  vista  ca- 
bría comparar  la  sangre  á un  producto  de  secreción  (y  abo- 
nan el  símil  los  recientes  trabajos  de  Bizzosero  y Denis  sobre 
el  origen  de  los  hematíes)  elaborados  por  ciertas  glándulas 
especiales  que  no  son  otras  que  los  ganglios  linfáticos  y la 
médula  ósea  donde  se  forman  leucocitos  y hematíes,  por  un 
mecanismo  que  recuerda  en  un  todo  la  construcción  del  óvu- 
lo y del  zoorospermo  en  el  ovario  y en  el  testículo. 

Dicen  los  profesores  Kelchs  y Kiener  que  estas  altera- 
ciones no  se  han  fijado  bien,  pues  los  datos  químicos  y mor- 
fológicos faltan,  la  modificación  más  aparente  es  la  disminu- 
ción de  su  masa  total;  la  sangre  que  se  encuentra  en  los 
gruesos  troncos  venosos  es  ordinariamente  de  color  obscuro, 
de  consistencia  espesa  y viscosa  como  la  que  se  encuentra  á 
menudo  en  el  cólera  y en  los  estados  mórbidos  donde  la  can- 
tidad de  agua  contenida  en  la  sangre  está  disminuida.  Aun 
en  la  disentería,  por  frecuentes  que  sean  las  deposiciones  al- 
binas y las  cámaras  muco-sanguinolentas  son  generalmente 
parsimoniosas,  su  cantidad  es  siempre  tan  mínima  que  hay 
gran  dificultad  en  atribuir  á ella  la  causa  de  aquel  espesa- 
miento que  se  observa;  además  de  estas  mismas  lesiones  por 
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parte  del  líquido  sanguíneo,  preséntase  también  en  otros  es- 
tados mórbidos  como  las  extensas  quemaduras  de  la  piel, 
pues  la  sangre  no  contiene  más  que  el  70  ó 72%  de  agua  en 
lugar  de  la  cifra  de  78,37  indicada  por  Smith. 

No  se  observa,  sin  embargo,  abundantes  evacuaciones  en 
estos  quemados,  sino  solamente  la  exhalación  de  una  linfa 
albuminosa  en  la  vecindad  de  las  escaras.  Tapeyner  supone 
que  la  sustracción  de  la  sangre  de  pequeñas  cantidades  de 
plasma  equivalen  para  producir  el  espesamiento  á la  sustrac- 
ción de  gran  cantidad  de  agua;  además  debemos  hacer  cons- 
tar que  en  las  enteritis  disentéricas  las  pérdidas  consisten  no 
solamente  en  plasma  albuminoso  sino  en  glóbulos  sanguí- 
neos. En  esos  estados  de  disentería  crónica,  dicen  los  mismos 
profesores,  la  sequedad  de  los  tejidos  hace  inducir  que  la  ma- 
sa de  la  sangre  y la  linfa  está  disminuida  como  en  la  disen- 
tería aguda  y es  probable  que  esta  disminución  de  la  masa 
de  fluidos  no  lo  es  solamente  en  relación  con  la  pérdida  de 
agua,  sino  que  la  sangre  está  igualmente  empobrecida  en  sns 
elementos  fijos,  glóbulos  y albúmina  del  suero;  así,  lo  que  se 
ha  llamado  anemia  disentérica  no  es  ciertamente  comparable 
á las  anemias  cloróticas,  palúdicas,  brighticas;  no  se  observa 
ni  la  palidez  de  la  sangre  ni  de  los  tegumentos,  ni  los  soplos 
valvulares,  ni  los  vastos  derrames  serosos;  sin  embargo,  la 
coloración  bronceada  de  los  tegumentos  y que  Desgenetes 
comparaba  á la  platina  de  bronce  florentina  puede  ser  consi- 
derada como  un  indicio  de  destrucción  globular  y las  hidro- 
pesías, que  no  son  raras,  no  pueden  ser  referidas  más  que  á 
una  hipoalbuminosis  relativa  de  plasma;  la  destrucción  de 
glóbulos  es  quizás  la  consecuencia  directa  de  la  concentra- 
ción de  la  sangre.  No  todos  los  autores,  sin  embargo,  expli- 
can de  la  misma  manera  esta  lesión  sanguínea,  y así  Conhein 
la  atribuye  á la  acumulación  de  las  sales  de  potasa  en  el 
plasma  y refiere  con  este  motivólas  experiencias  de  Mas,  que 
habiendo  producido  en  los  conejos  el  experimento  de  la  san- 
gre por  la  inyección  de  una  solución  concentrada  de  azúcar 
en  la  cavidad  abdominal,  prueba  en  estos  animales  la  disolu- 
ción de  los  glóbulos  de  la  sangre  y la  hemoglobinuria.  Por 
otra  parte,  las  pérdidas  incesantes  de  albúminas  por  las  cá- 
maras y la  insuficiencia  de  la  reparación  alimenticia  deben 
producir  á la  larga  la  hipoalbuminosis  del  plasma  y pueden 
darnos  cuenta  de  las  hidropesías.  Este  estado  consuntivo  de 
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la  sangre  en  la  caquexia  enterítica  que  repercute  en  los  ele- 
mentos líquidos  y sólidos  de  ella,  es  un  verdadero  estado  de 
anemia  en  donde  el  examen  de  los  glóbulos  nos  deja  descu- 
brir la  presencia  de  glóbulos  rojos  más  pequeños  (microcite- 
mia)y  de  color  más  rojo  que  los  normales;  su  forma  resulta 
esférica  como  si  se  trataran  por  soluciones  salinas  muy  di- 
luidas. Cuando  esta  anemia  se  prolonga  y se  exagera  se  pre- 
sentan, según  Hayem,  hematíes  gigantes  de  8 á 3 mm. 

No  es  raro  ver  también  glóbulos  rojos  nucleados  y esfé- 
ricos como  los  de  la  médula  ósea  (Hayem  Conhein,  Litera) 
y hematíes  deformados,  llegándose  á este  estado  de  poikiloci- 
tosis,  debida,  según  Zeigle,  al  exceso  de  agua  y deficiencia 
albuminoidea;  la  cantidad  de  hemoglobina  disminuye  como 
en  todas  las  anemias  y en  vez  del  14%  desciende  algunas  ve- 
ces al  6 y hasta  al  3%. 

Bañados  universalmente  por  la  sangre  todos  los  tejidos 
de  nuestra  economía,  realiza  su  doble  función  de  aporte  de 
los  elementos  nutritivos  y recolección  de  los  deshechos  celu- 
lares, productos  de  desasimilación  para  ser  eliminados  por 
los  diversos  emunctorios  del  organismo.  Conocidos  como  nos 
son  los  productos  que  en  constante  elaboración  son  transpor- 
tados desde  la  superficie  intestinal  al  torrente  circulatorio  en 
las  enteritis  y sus  letales  influencias,  no  nos  sorprenderá  que 
los  elementos  constitutivos  de  la  sangre  se  hallen  también 
alterados  y que  sea  á su  vez  insuficiente  la  nutrición  celular 
de  aquellos  órganos,  ahora  más  que  antes  necesitados  de  su 
integridad  fisiológica. 

Tócame  estudiar  el  segundo  capítulo  en  mi  tesis,  que  se 
refiere  á la  composición  del  plasma  sanguíneo,  tanto  del 
hombre  como  del  caballo,  para  explicarnos  sus  efectos  tera- 
péuticos. Separado  por  la  centrifugación,  previamente  trata- 
da por  el  oxalato  de  cal  al  1%,  preséntase  el  plasma  de  un 
color  amarillo  ambarino,  cuyo  color  recuerda  el  de  orinas 
normales,  de  olor  suigéneris,  su  densidad  varía  de  1026  á 
1030.  Entre  sus  componentes  señala  el  profesor  Gautier  la 
fibrinógena,  productora  de  la  fibrina,  la  seroglobulina  y la 
seroalbúmina  ó serina,  cuya  última  substancia  presenta  tres 
variedades  en  los  animales  de  sangre  caliente  que  se  distin- 
guen por  el  grado  de  coagulación.  Además  contiene  substan- 
cias grasas,  lecitina,  substancias  extractivas  y sales. 

Apunto  á continuación  el  análisis  que  del  plasma  san- 


guineo  del  caballo  hacen  los  profesores  Hoppe  Seyler  y 
Hammarsten.  En  mil  partes  se  encuentran,  respectivamente 

Agua 908.4.  917.6,  Globulina; \ n , 38.4. 

M.  fibrinógenas..  10,1.  6.5.  Sero  albúmina...  / * ’ 24.6. 

Cuerpos  grasos 

M.  extractivos. 

Sales  solubles. . . 

Id.  insolubles.. 

Conocido  el  plasma  de  la  sangre,  y antes  de  estudiarlo 
desprovisto  de  su  fibrina  constituyendo  el  suero,  debemos 
poner  de  manifiesto  las  diferencias  que  existen  entre  uno  y 
otro  y la  causa  que  preside  á la  realización  de  un  fenómeno 
que  todos  conocemos,  la  coagulación  de  la  sangre  y su  sepa- 
ración de  los  elementos  sólidos  y líquidos. 

El  suero  sanguíneo  se  diferencia  del  plasma  en  que  ba 
perdido  aquella  substancia  que  Gautier  llama  fibrinogen  a y 
que  como  veremos  sirve  para  la  constitución  de  la  trama  del 
callo.  ¿En  virtud  de  qué  leyes  se  realiza  éste?  Es  un  fenó- 
meno químico  inherente  á la  vitalidad  del  leucocito,  (la  for- 
mación de  la  leuco  núcleo  histona)  el  que  nos  da  cuenta  de 
una  manera  satisfactoria  del  divorcio  ocurrido  en  la  sangre, 
enseñando  la  naturaleza  su  sabia  ley  al  químico  ó farmacéu- 
tico, que  éste  aprovecha  para  la  obtención  del  producto  orgá- 
nico y cuyas  aplicaciones  alcanzan  de  día  en  día  mayor  ex- 
tensión. Veamos  cómo  aquel  fenómeno  se  realiza.  Extraídos 
del  medio'  ambiente  que  les  es  peculiar,  los  leucocitos,  finali- 
zando por  lo  tanto  sus  condiciones  fisiológicas,  sufren  aque- 
llas alteraciones  rápidamente;  pero  al  morir  ó en  el  momen- 
to de  su  muerte  exudan  una  diastasa,  que  se  ha  designado 
con  el  nombre  de  fibrino  fermento;  esta  diastasa  en  presencia 
de  las  sales  de  cal,  condensa  las  materias  fibrinógenas  trans- 
formándolas en  fibrinas. 

Este  fibrino  fermento  se  atribuye  á una  de  las  núcleo 
albúminas  producidas  por  los  núcleos  de  los  leucocitos  y que 
ha  sido  estudiado  por  Lilieufield  y denominada  leuco  núcleo 
histona;  desdoblándose  produce  la  histona  y la  leuco  nucleí- 
na; la  primera  es  un  producto  vecino  de  las  peptonas,  y por 
consiguiente  con  propiedades  anticoagulantes;  la  segunda, 
por  el  contrario,  provoca  enérgicamente  la  coagulación.  Gra- 
cias á la  unión  íntima  de  esos  dos  productos  en  los  núcleos 
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de  los  leucocitos  intactos,  la  coagulación  de  la  sangre  no  se 
realiza;  pero  desde  el  momento  que  por  cualquier  causa  se 
altera  su  protoplasma  y la  leuco  núcleo  histona  se  desdobla 
en  presencia  de  las  sales  de  cal  del  plasma,  las  substancias 
fibrinógenas  producen  la  fibrina  y el  coágulo  es  la  conse- 
cuencia. Explicadas  de  este  modo  las  diferencias  entre  el 
suero  y el  plasma,  así  como  su  separación,  nos  queda  por  Ha- 
cer el  análisis  del  suero  humano  y del  equino,  tomándolo  del 
libro  del  profesor  Gautier: 


Materiales  sólidos 92.1 

Materiales  albuminoideos 76.2 

Globulina  31. 

Serina  y otros  proteicos 45.2 

Lecitina,  grasa,  urea  y materiales  extractivas 7.1 

Sales  minerales 8.1 

Agua 907.9 


Suero  equino:  Materiales  sólidos  86. 

Materiales  albuminoideos 72.6 

Globulina  45.6 

Serina  y otros  proteicos  26.7 

Lecitina,  grasa  urea,  y materiales  extractivas 5.4 

Sales  minerales  8. 

Agua 914. 


Yo  quiero  llamar  su  ilustrada  atención,  acerca  de  las 
diferencias  que  nos  presentan  estos  dos  cuadros,  diferencias 
que  se  acentúan  únicamente  en  lo  que  se  refiere  á los  mate- 
riales sólidos  y en  la  proporción  de  agua,  quedando  precisa- 
mente las  substancias  albuminoideas  en  sus  diferentes  varie- 
dades, equilibradas  en  sus  proporciones  en  uno  y otro  suero. 

Por  último,  señores,  el  suero  equino  se  prepara  con  relativa 
sencillez,  aprovechando,  como  he  apuntado  anteriormente, 
las  indicaciones  que  la  naturaleza  realiza  en  la  coagulación 
de  la  sangre.  Se  escoge  un  caballo  de  6 á 8 años,  inyectán- 
dosele ó no  previamente  la  maleina  si  hubiere  sospechas  de 
muermo,  y con  todas  las  precauciones  de  antisepsia  se  toman 
de  la  yugular  del  caballo  uno  ó dos  litros  de  sangre  que  se 
deposita  en  frascos  perfectamente  limpios  y esterilizados.  Así 
extraída  la  sangre  se  mantiene  en  la  nevera  durante  veinte  y 
cuatro  horas,  hasta  que  formándose  el  coágulo  quede  separado 
el  suero  que  debe  aprovecharse.  Bien  por  decantación  ó as- 
piración, se  toma  el  suero  que  se  deja  permanecer  otras  vein- 
te y cuatro  horas  en  lugar  frío  para  que  se  precipiten  las 
substancias  proteicas  que  pudiera  tener  en  suspensión.  Ya 
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claro  y transparente  se  toma  con  una  pipeta  y se  deposita  en 
frascos  de  tapa  esmerilada  cuya  capacidad  es  de  5 á 10  gra- 
mos, por  cada  inyección. 

Paso  insensiblemente  del  estudio  de  los  sueros  á explicar 
su  acción  sobre  nuestro  organismo,  que  forma  el  tercer  capítu- 
lo de  mi  tesis  y observamos  que  los  hechos  y doctrinas  cien- 
tíficas referentes  á la  infección  microbiana,  á las  toxinas  y 
antitoxinas,  al  estado  bactericida,  á la  fagocitosis  y á la  qui- 
miotaxia,  constituyen  un  conjunto  de  bases  para  la  terapéu- 
tica natural  y dan  forma  científica  á la  antigua  adivinación 
expresada  bajo  la  idea  de  fuerza  medicatriz  de  la  naturaleza. 
Esta  antigua  idea  germen,  empieza  hoy  á desarrollarse  en  la 
realidad  del  laboratorio  y de  la  clínica,  cualquiera  que  fueren 
en  el  porvenir  sus  consecuencias  prácticas  para  la  Medicina. 
Del  análisis  anterior  del  suero  sanguíneo  normal,  resulta  que 
éste  se  compone  próximamente  de  90  partes  de  agua  y 10  de 
diversas  substancias  sólidas  disueltas;  de  éstas,  ninguna  délas 
hasta  hoy  conocidas  y aisladas  basta  para  explicarnos  la  ac- 
ción fisiológica  y terapéutica  del  referido  suero:  en  ese  terre- 
no científico  aun  está  por  explorar  y descubrir  lo  que  más 
nos  interesa.  Examinemos  aunque  someramente  las  expe- 
riencias realizadas  para  estudiar  el  suero  y veremos  que  to- 
mado en  conjunto  el  suero  sanguíneo  fisiológico  de  un  animal 
é inyectado  á otro  de  especie  distinta  desarrolla  una  acción 
globulicida  coagulante  y tóxica.  El  poder  globulicida  se  ma- 
nifiesta por  el  hecho  que  los  hematies  del  animal  inyectado 
se  desorganizan  más  ó menos,  la  acción  del  agua  no  basta 
para  explicar  este  hecho,  pues  no  se  trata  de  agua  pura,  sino 
de  una  disolución  salina  que  cualitativa  ó cuantitativamente 
es  apta  para  conservar  la  integridad  anatómica  y fisiológica 
de  los  glóbulos  rojos;  este  poder  globulicida  debe  depender 
de  que  contenga  algún  fermento  soluble  especial,  puesto  que 
calentando  el  suero  á 55°  pierde  este  poder  globulicida.  En 
el  mismo  caso  se  encuentra  la  substancia  que  le  comunica  su 
poder  coagulante  en  animales  de  otra  especie,  puesto  que  esa 
facultad  también  desaparece  desde  dicha  temperatura  en 
adelante.  Ignoramos  si  estos  dos  fermentos  son  iguales  ó si 
difieren  algo  en  composición  y propiedades.  El  suero  sanguí- 
neo de  un  animal  es  también  más  tóxico  para  otro  de  diferen- 
te especie;  esa  toxicidad  puede  afirmarse  que  ya  no  depende 
de  ningún  fermento  soluble,  pues  destruidos  por  el  calor  los 
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que  dan  al  suero  sus  poderes  coagulante  y globulicida,  con- 
tinúa persistiendo  el  poder  tóxico.  Esta  toxicidad  varía  no 
sólo  según  la  especie  del  animal  de  que  proceda  y aquella 
otra  á la  cual  se  inyecte,  sino  según  la  vena  de  donde  se  haya 
sacado  la  sangre.  El  suero  del  perro  es  tóxico  para  el  conejo 
si  la  sangre  procede  de  una  vena  periférica.  El  suero  de  la 
sangre  del  hombre  sano  produce  una  muerte  rápida  casi  ful- 
minante en  el  conejo,  con  sólo  inyectársele  á la  dosis  de  15 
centilitros  por  kilogramo  de  animal.  El  suero  privado  de  po- 
der coagulante  y que  conserva  las  propiedades  tóxicas,  pierde 
éstas  si  se  le  calienta  á la  temperatura  de  57°.  Las  grandes 
inyecciones  de  suero  de  caballo  sano  puestos  á una  ternera, 
provocan  á este  animal  fiebre  y erupciones  polimorfas.  Entre 
el  suero  sanguíneo  del  hombre  y el  del  caballo,  dadas  las 
grandes  analogías  de  composición,  estos  tres  atributos  de  que 
goza  con  las  diversas  especies,  se  encuentran  atenuados  y con 
los  medios  artificiales  de  su  preparación,  calor  y frío,  desapa- 
recen, pareciendo,  por  el  contrario,  reforzar  las  energías  celu- 
lares y activar  los  medios  de  resistencia  orgánica  contra  las 
invasiones  bacterianas  en  los  tejidos  á la  vez  que  facilita  la 
formación  de  antitoxinas  celulares  capaces  de  contrarrestar 
á las  toxinas  microbianas  en  general.  Esta  acción  compleja 
es  electiva,  pero  no  específica.  Lo  rápido  de  la  acción  del  suero 
induce  á sospechar  la  intervención  simultánea  del  aparato 
circulatorio  y aun  del  mismo  sistema  nervioso  influido  en 
sus  funciones  tróficas  por  las  antitoxinas  é influyendo  luego 
á su  vez  sobre  el  metabolismo  orgánico  capaz  de  aumentar 
las  energías  vitales  de  resistencia  de  determinados  tejidos.  De 
todas  maneras,  la  seroterapia  en  sus  comienzos,  propónese 
estimular  é imitar  la  terapéutica  natural  patogénica  y no  la 
terapéutica  artificial  sintomática,  y constituye,  por  tanto,  un 
método  esencialmente  específico  y un  procedimiento  general 
generalizable.  Por  consiguiente,  siguen  siendo  sus  aplicacio- 
nes de  un  orden  empírico,  aunque  esto  no  le  quita  la  realidad 
práctica  y útil,  pues  la  falta  de  precisión  científica  no  hace 
posible  dirigir  y ampliar  el  campo  de  sus  aplicaciones  útiles. 
Debemos  terminar,  señores,  diciendo:  que  las  alteraciones 
reales  ó presuntas  en  la  cantidad  y calidad  de  la  sangre  pro- 
pia de  muchos  estados  infecciosos,  de  muchas  toxemias  y de 
ciertos  estados  patológicos  de  la  sangre  son  tratados  con  ven- 
tajas prácticas  con  las  inyecciones  subcutáneas  de  los  llama- 


dos  sueros  y principalmente  del  equino  fisiológico.  Esta 
aplicación  de  la  seroterapia  no  resulta  tan  empírica  como  en 
sus  primeras  indicaciones,  dados  los  descubrimientos  que  se 
han  realizado,  no  sólo  en  lo  que  respecta  al  papel  que  en 
nuestro  primer  capítulo  hemos  atribuido  á la  sangre  como 
cuna  y cementerio  de  todos  los  productos  que  en  los  órganos 
más  alejados  de  nuestra  economía  se  fabrican,  en  donde  per- 
manecen produciendo  los  efectos  más  variables  sobre  los  ele- 
mentos constitutivos  de  aquel  humor,  alterando  ó suprimién- 
dole una  de  sus  propiedades  fisiológicas  más  importante  cual 
es  la  de  elemento  nutritivo  indispensable  para  la  normal 
evolución  de  las  células  de  nuestro  organismo  y colocando 
aquel  en  condiciones  de  no  prestar  los  elementos  necesarios 
para  la  regeneración  de  los  tejidos  enfermos.  Alterado  el  sue- 
ro de  la  sangre  á expensas  de  aquellas  lesiones,  nada  se  im- 
pone, señores,  con  mayor  lógica  que  la  renovación  ó el  aporte 
de  nuevas  cantidades  del  líquido  cuya  vitalidad  se  encuentra 
disminuida,  y de  ahí  surge  con  toda  claridad  la  inyección  del 
suero  equino  fisiológico  cuya  composición  en  lo  que  á sus 
elementos  más  importantes  se  refiere,  es  análogo  al  humano. 

La  actividad  celular  despertada  por  las  inyecciones  de 
suero  comienza  á manifestarse  bien  pronto,  es  por  lo  regular, 
de  la  quinta  á la  sexta  inyección  cuando  los  efectos  del  tra- 
tamiento se  hacen  visibles.  La  práctica  seguida  generalmen- 
te es  principiar  por  pequeñas  dosis  de  cinco  centímetros  cu- 
bitos eu  inyección  diaria,  aumentándola  hasta  alcanzar  dosis 
de  veinte  y veinticinco  centímetros  cúbicos.  Como  podréis 
observar  por  la  lectura  de  las  observaciones,  no  han  sido  pre- 
ciso más  de ‘25  inyecciones  para  alcanzar  la  curación.  El  ma- 
yor número  de  casos,  sacados  de  las  salas  del  Hospital  donde 
mi  cargo  de  Médico  Interno  me  ofrece  amplio  campo  de  ex- 
perimentación, han  sido  individuos  en  las  peores  condiciones 
cuya  afección  en  todas  sus  variedades  ha  sido  mal  atendida 
no  sólo  en  cuanto  á la  dietética  se  refiere,  sino  también  des- 
pués de  haber  ensayado  tratamiento  medicamentoso,  ha  sido 
la  primera  indicación,  después  de  un  par  de  días  de  reposo  á 
su  aparato  gastro  intestinal,  comenzar  las  inyecciones  en  la 
forma  indicada  anteriormente.  No  tengo  para  qué  decir,  se- 
ñores, que  el  único  alimento  permitido  es  la  leche. 
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OBSERVACION  I 

Personal. 

Don  N.  G.,  peninsular,  de  28  años,  guerrillero  y en  la  última  campaña  ad- 
quiere una  disentería  que  le  es  tratada  en  Hospitales  militares.  De  buena  salud 
anterior  no  ha  tenido  afecciones  en  su  aparato  digestivo  más  que  la  actual.  Sin 
querer  descubrir  la  causa,  dicho  individuo  ingresa  en  el  Hospital  Mercedes  en  ca- 
lidad de  pensionista  con  todos  los  signos  de  disentería  crónica.  Cuatro  meses  de 
permanencia  en  el  Hospital,  siendo  ensayados  la  mayor  parte  de  los  tratamientos 
aconsejados,  fueron  inútiles,  no  consiguiendo  detener  el  mal.  El  estado  de  caquexia 
se  inicia  y en  este  estado  me  encargo  del  enfermo.  Dos  edemas  eran  ya  generales, 
y el  enfermo  apenas  si  podía  levantarse  de  la  cama;  ocho,  diez,  doce  deposiciones 
diarias  acompañadas  de  sus  pujos  y escasa  emisión  de  orinas,  tal  era  el  cuadro  en 
que  se  encontraba.  Fué  trasladado  á la  Sala  de  Santa  Cruz,  donde  lo  vió  el  Dr.  Cas- 
tro. Le  fué  practicada  la  primera  inyección  de  5 c.  c.  obteniéndose  á la  cuarta  la 
gradual  desaparición  de  los  edemas,  el  hombre  quedó  esquelético.  Se  continúa  po- 
niéndole 5 c.  c.  hasta  el  quinto  día,  que  se  sube  á 10  c.  c.  acortándose  el  número 
de  deposiciones  3,  4,  al  día;  á la  15  inyección,  una  deposición  semifluida,  obtenién- 
dose por  último  excrementos  moldeados  á las  24  inyecciones.  El  hombre  salió 
completamente  curado,  marchando  á su  país  natal  y habiendo  saciado  su  apetito  á 
pesar  de  mis  consejos  en  uno  de  los  múltiples  restaurants  de  esta  capital. 

OBSERVACION  II 

Dr.  Plá. 

Don  J.  E.,  rico  comerciante  de  esta  plaza,  á consecuencia  de  una  disentería 
que  sufre  durante  los  meses  de  Junio  y Julio,  adquiere  una  colitis  crónica  que  lo 
pone  á las  puertas  de  la  muerte.  Después  de  inútiles  tentativas,  poniendo  en  prác- 
tica los  medicamentos  aconsejados  por  distinguidos  profesores  de  la  ciudad,  se  co- 
mienza á inyectársele  el  suero  equino  con  supresión  de  todo  otro  medicamento, 
alcanzado  una  mejoría  positiva  con  las  cinco  primeras  inyecciones  y dándose  de 
alta,  curado,  después  de  una  sesión  de  diez  y ocho  inyecciones.  Este  enfermo  fué 
visto  en  junta  por  el  Dr.  Vicente  B.  Valdés.  En  la  actualidad  se  encuentra  per- 
fectamente curado. 

OBSERVACION  III 

Año  y medio  después  del  bloqueo  á consecuencia  de  la  guerra  Hispano- 
Americana,  don  S.  O.,  sufría  los  efectos  de  una  disentería  adquirida  en  aquellos 
terribles  días,  efecto  de  la  mala  é insuficiente  calidad  de  los  alimentos;  recomenda- 
do por  un  íntimo  amigo  y compañero,  tomé  verdadero  empeño  y en  vista  de  mis 
experiencias  sobre  este  punto  me  decidí  á someterlo  á las  inyecciones  de  suero, 
siendo  su  estado  de  tal  modo  alarmante  que  después  de  23  inyecciones  aún  se  re- 
sentía su  tubo  digestivo  á la  menor  inflamación  en  el  régimen  alimenticio.  Por 
último,  treinta  y dos  inyecciones  fueron  colocadas  y dado  de  alta  el  enfermo. 

OBSERVACION  IV 

El  número  2 de  la  Sala  de  San  Joaquín  es  confiado  á mis  cuidados,  por  la 
amabilidad  del  Dr.  Marill;  dicho  enfermo,  de  50  años,  aqueja  desde  hace  siete 
meses  diarreas  que  alcanzan  el  número  de  6 ú 8 todos  los  días,  de  color  amarillo  y 
espumosas,  acompañadas  en  cada  deposición  de  dolores  de  vientre  que  sentía  alre- 
dedor del  ombligo,  las  deposiciones  son  cortas  cada  vez,  salvo  cuando  ingiere  algu- 
na cantidad  de  leche  que  según  se  expresa  le  hace  ir  al  vaso  para  deponerla  ense- 
guida. Pálido  y demacrado,  en  la  actualidad,  dice  haber  sido  de  constitución  fuerte 
proviniéndole  su  mal  de  abusos  en  el  régimen,  que  se  manifestaban  por  trastornos 
á los  que  en  un  principio  no  hizo  caso.  Su  lengua  está  roja,  puntiaguda  y descar- 
nada, siente  verdadero  ardor  en  la  boca  y mucha  sed,  tiene  un  ligero  movimiento 
febril  que  alcanza  constantemente  37.7  á 38°,  ligero  edema  en  los  maléolos,  vientre 
deprimido  y doloroso  á la  presión  sobre  todo  en  el  mesogastrio.  No  hay  herencia, 
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ni  se  nota  por  la  palpación  del  vientre  ganglios  peritoneales  infartados.  Nada  por 
parte  de  su  aparato  respiratorio.  Se  ha  ensayado  sin  éxito,  el  bismuto  solo  y asocia- 
do á los  antisépticos  intestinales,  las  aguas  sulfo  carbonatadas,  los  opiáceos  el 
tanino  y por  último  la  carne  cruda.  Se  ordenó  descanso  á su  aparato  digestivo 
durante  36  horas  y entonces  le  doy  cada  hora  una  cucharada  de  leche  y una  prime- 
ra inyección  de  5 c.  c.  Continuo  éstas  mejorando  el  aspecto  de  las  deposiciones 
hacia  la  12  inyección.  Aumento  el  alimento  y la  dosis  de  suero,  pudiendo  á las  22 
inyecciones  ordenarle  comer  carne  cruda.  El  estado  general  mejoró  notablemente 
y el  enfermo  salió  de  alta  curado  en  Julio  último  haciendo  una  deposición  moldeada. 

OBSERVACION  V 

Doña  J.  F.,  madre  política  de  un  notable  cirujano  de  esta  capital,  adquiere, 
sin  conocer  su  causa,  trastornos  por  parte  de  su  tubo  intestinal  que  se  traducen  por 
cólicos  violentísimos,  acompañados  de  deposiciones  numerosas  y á veces  sanguino- 
lentas. Con  alternativas  de  mejoría  y agravación,  regresa  á este  país  y en  una  de 
esas  crisis  expulsa  un  cuerpo  duro  que  reconocido  por  el  que  suscribe  en  unión  del 
Dr.  P.  podemos  ver  que  se  trata  de  un  segmento  del  fémur  de  un  ave  y que  hacien- 
do memoria  la  enferma  recuerda  haber  ingerido  7 ú 8 meses  antes.  No  por  la  ex- 
pulsión de  este  cuerpo,  que  aun  conservo,  desaparecieron  las  crisis  que  sufría  esta 
mujer  y que  en  un  principio  atribuimos  á la  presencia  de  ese  cuerpo  extraño;  las 
lesiones  de  hospedage  determinadas  por  él  siguieron  su  evolución,  tomando  la  for- 
ma de  verdadera  colitis  crónica,  favoreciéndole  quizás  el  padecer  esta  señora  una 
litiasis  intestinal.  Su  mal  se  agravó  perdiendo  cerca  de  48  libras  de  peso  y siendo 
ya  intolerables  los  dolores  y el  tenesmo.  Nos  decidimos  á ponerle  las  inyecciones 
y su  estado  general  mejoró  notablemente  alcanzando  fácilmente  la  curación  con 
quince  inyecciones.  Sintiéndose  tan  bien,  su  capricho  mal  entendido  por  sus  asis- 
tentes que  le  permitieron  tomar  dos  platos  de  ensalada  de  calabaza,  dió  motivo 
para  una  recrudescencia  de  su  mal  que  ha  llegado  á colocarla  en  situación  muy 
cercana  de  la  muerte.  15,  18,  22  deposiciones  diarias  y un  desfallecimiento  general 
que  parece  llevarse  la  enferma.  Se  recurre  nuevamente  á las  inyecciones  que  son 
colocadas  en  dosis  de  10  c.  c.  en  vista  de  la  gravedad  del  caso.  Realmente  señores, 
que  la  lucha  ha  sido  titánica  y más  de  una  vez  llegué  á desesperar  del  resultado, 
pero  con  constante  entusiasmo  hemos  proseguido  y en  la  actualidad  solo  hace  2 ó 3 
deposiciones  en  el  día,  no  teniendo  necesidad  de  levantarse  durante  la  noche. 

Creo  que  me  es  lógico  esperar  la  pronta  curación  de  la  enferma,  si  una  nueva 
infracción  alimenticia  no  viene  á interrumpir  la  marcha  favorable  del  tratamiento. 

OBSERVACION  VI 

Srta.  Juana  B.,  blanca,  vecina  de  la  calle  de  Zaragoza  (Cerro).  Llevaba  cinco 
años  de  enfermedad,  durante  cuyo  tiempo  fué  sometida  á los  más  diversos  trata- 
mientos. Estaba  en  tal  estado  de  demacración  cuando  la  vi,  que  á pesar  de  ser  una 
muchacha  de  buena  estatura,  solo  pesaba  69  libras. 

Neurastenia  acentuada. — Se  inyectaron  aproximadamente,  tres  litros  de  suero 
equino  en  un  mes  que  duró  el  tratamiento.  El  resultado  fué  tal,  que  á los  pocos 
días  la  diarrea  desapareció;  la  enferma  había  aumentado  al  darle  de  alta  25  libras. 
Dió  un  viaje  á Saratoga,  acabando  allí  de  reponerse  por  completo.  Como  medica- 
mento sólo  se  administró  el  jarabe  de  glicerofosfato  de  cal  de  Chapoteaut.  Hace 
tres  años  que  la  enferma  continúa  bien. 

Estas  seis  observaciones  que  he  elegido  entre  las  diez  y 
nueve  que  he  podido  seguir  con  el  concurso  de  distinguidos 
compañeros,  y en  los  que  el  tratamiento  ha  realizado  nues- 
tras esperanzas,  creo  que  tengan  algún  valor  para  decidir  la 
experimentación  de  la  seroterapia  equina  en  las  enteritis  cró- 
nicas del  adulto. 


HIPODERMOCLISIS 


INYECCION  INTER  CELULAR  DE  LA  SOLUCION  SALINA  NORMAL 

POR  EL 

D"R.  T.  M.  0AL/NEK,  M.  T>.  e.  M. 

DE  DAS  FACULTADES  DE  COLUMBIA  UNIVERSITY,  N.  Y,. 

LCDO.  DE  LA  UNIVERSIDAD  DE  LA  HABANA,  MIEMBRO  DE  LA  FACULTAD 
DE  MEDICINA,  CIRUGÍA  Y FARMACIA  DE  LA  REPUBLICA  DE  COSTA  RICA, 
DELEGADO  DE  ESTA  facultad 
al  TERCER  CONGRESO  MÉDICO  PAN  AMERICANO, 

CIRUJANO  DE  CONSULTA  EN  EL  HOSPITAL  DE  SAN  JUAN  DE  DIOS 
DE  SAN  JOSÉ  DE  COSTA  RICA,  ETC.,  ETC. 


El  hombre  prehistórico  ha  debido  observar  que  las  lesio- 
nes que  causaban  gran  pérdida  de  sangre,  causaban  también 
la  muerte  del  individuo,  y por  consiguiente  debe  de  haber 
creído  que  la  vida  dependía  en  alguna  manera  del  fluido  rojo 
que  se  escapaba  de  los  tejidos  heridos;  y notando  que  estan- 
cada la  pérdida  de  sangre  se  podían  salvar  muchas  vidas, 
debe  de  habérsele  ocurrido  que  en  los  casos  en  que  no  se  pu- 
diera contener  la  hemorragia,  tal  vez  se  podría  proveer  el 
sistema  de  alguna  substancia  semejante  ó parecida  á la  sangre 
que  pudiera  prolongar  la  existencia. 

Fatigado  con  sus  guerras,  cansado  de  la  persecución  de 
sus  enemigos  ó debilitado  por  la  caza  y casi  exánime  de  sed 
y de  hambre,  natural  es  suponer  que  bebiera  la  sangre  de 
sus  víctimas,  y bebiéndola  apaciguara  su  sed,  calmara  su 
hambre  y recuperara  sus  fuerzas.  El  sacrificio  de  la  presa 
humana  y la  imbibición  de  su  sangre,  pronto  vino  á ser  parte 
principal  de  su  religión  supersticiosa,  continuando  así  casi 
hasta  nuestro  siglo. 

La  madre  prehistórica  daría  de  beber  á sus  hijos  la  san- 
gre de  los  sacrificios,  ó la  de  las  víctimas  de  su  marido  gue- 
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rrero,  y notando  que  este  líquido  nutría  á su  niño,  trataría 
de  alimentarlo  con  el  fluido  vital  de  los  más  valientes  enemi- 
gos de  su  tribu,  en  la  esperanza  siempre  de  que  así  liaría  que 
su  hijo  fuese  más  valiente.  Tal  vez  cuando  la  caza  ó la  pesca 
fueron  improductivas  y sus  pechos  estuvieron  secos  por  falta 
de  alimentos  ó por  una  larga  lactancia,  daría  á su  hijo  la  san- 
gre de  sus  propias  venas.  Pero  más  no  podía  hacer  el  hombre 
salvaje  y fue  reservado  para  la  civilización  el  inventar  medios 
mecánicos  para  introducir  directamente,  y dentro  de  las  venas 
del  paciente,  sangre,  vino  á otro  líquido  aparente. 

Que  la  transfusión  de  la  sangre  fue  usada  por  los  egip- 
cios, lo  atestiguan  Ovidio  y otros  de  los  antiguos  escritores. 
A instancias  de  Medea,  querida  del  viejo  Aeson,  Jason  intentó 
restituir  su  vigor  y virilidad  al  decrépito  libertino,  inyectando 
en  sus  venas  yugulares  una  infusión  de  yerbas  aromáticas. 

La  transfusión  de  la  sangre  fue  muy  usada  en  Viena  á 
mediados  del  siglo  décimo  séptimo;  pero  debido  á su  abuso  y 
accidentes  consiguientes,  fué  prohibida  por  la  ley.  En  1777 
Reynandot  la  recomendó  nuevamente  y después  el  Barón  de 
Percy,  James  Blundell,  A.  de  Bellam  y otros  la  aplicaron  con 
buen  éxito. 

Debido  á la  dificultad  de  practicar  la  transfusión  directa, 
ó sea  de  persona  á persona,  se  adoptó  la  indirecta,  es  decir, 
que  se  sangraba  una  persona  ó un  animal  y se  inyectaba  la 
sangre  en  una  arteria  ó vena.  Esta  operación  tenía  muchas 
desventajas  y peligros  y Joenicke,  de  Moscou,  y Tomás  Latta, 
distinguido  cirujano  escocés,  por  el  año  de  1830  á 32,  idearon 
la  infusión  de  un  fluido  semejante  al  suero  de  la  sangre;  y 
O’Shanghnessy,  notable  químico  de  aquel  tiempo,  preparó 
un  suero  artificial.  Dupuytren,  Magendie,  Gaspard  y otros 
siguieron  la  práctica  y fueron  los  fundadores  de  la  seroterapia. 

El  cólera  asiático  fué  tratado  en  1855  por  medio  de  in- 
yecciones intravenosas  de  solución  salina;  y de  1855  á 1860, 
Peaslee,  de  New  York,  uno  de  los  mejores  ovariotomistas  de 
su  tiempo,  usaba  en  sus  laparotomías  para  lavar  sus  manos, 
los  instrumentos  y la  cavidad  abdominal,  de  un  suero  artifi- 
cial compuesto  de  varias  substancias  salinas  mezcladas  con 
albúmina  de  huevo. 

En  1873,  Hayem  usó  con  marcado  buen  éxito  las  inyec- 
ciones intravenosas  de  una  solución  salina  en  casos  de  cólera 
asiático. 


302 


En  1877,  Bizzozero  y Golgi  inyectaron  suero  artificial 
en  la  cavidad  abdominal  y aunque  algunas  veces  dio  brillan- 
tes resultados,  en  otras  no  fueron  tan  favorables  y pronto  se 
abandonó  este  procedimiento. 

En  1888,  Dastré  y Loye  estudiaron  los  efectos  fisiológi- 
cos de  las  inyecciones  de  suero  en  animales  y desde  entonces 
estos  resultados  sobre  el  sistema  han  sido  bien  conocidos,  y 
el  empleo  de  las  inyecciones  va  adquiriendo  diariamente  una 
aplicación  más  extensa  y acentuada. 

COMPOSICION  DE  EOS  EIQUIDOS  MAS  USADOS 

Varias  son  las  soluciones  que  han  sido  usadas.  Al  prin- 
cipio se  usaba  el  suero  de  la  sangre  venosa  humana  ó la  de 
algún  cuadrúpedo,  separándola  antes  de  su  fibrina  y de  gran 
parte  de  su  glóbulos  rojos.  Después  los  químicos  preparaban 
un  suero  artificial  imitando  en  cuanto  les  era  posible  la  parte 
acuosa  del  fluido  vital,  usando  agua  destilada  y sales  artifi- 
ciales. Ea  experiencia  ha  demostrado  que  lo  que  es  necesario 
emplear  es  agua  esterilizada  con  una  porción  pequeña  de  sal 
común,  cloruro  de  sodio  6 á 7 partes  por  mil,  solución  natu- 
ral de  los  sólidos  de  la  sangre.  No  es  necesario  que  el  agua 
sea  destilada  para  las  inyecciones  intercelulares,  bastando 
que  haya  sido  esterilizada  por  medio  de  la  ebullición.  Para 
el  uso  intravenoso  es  muy  preferible  que  el  agua  sea  destila- 
da, y sobre  todo  que  su  pureza  sea  absoluta,  así  como  la  de 
las  sales  usadas.  El  profesor  Hayem  recomienda  una  solu- 
ción que  contenga,  además,  fosfato  de  sosa  y otras  substan- 
cias; pero  muchos  experimentadores  no  ven  en  esto  ventaja 
alguna  y son  de  parecer  de  que  lo  que  se  necesita  es  una 
solución  que  no  coagule  la  sangre  y que  tenga  aproximada- 
mente la  gravedad  específica  de  sus  partes  acuosas  y sus  pro- 
piedades osmóticas. 

Los  sueros  artificiales  fueron  usados  al  principio  direc- 
tamente en  las  venas  ó en  las  arterias  y después  en  los  tejidos 
celulares.  Este  último  procedimiento  es  por  muchas  razones 
el  más  cómodo  y fácil  y sus  resultados  son  iguales  ó mejores 
que  los  de  las  inyecciones  intravenosas. 

EFECTOS  FISIOLOGICOS 

El  efecto  inmediato  de  la  infusión  salina  en  las  venas, 
arterias  ó tejidos  subcutáneos,  es  el  de  aumentar  el  volumen 
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y tensión  del  pulso  y el  de  disminuir  sn  frecuencia.  Este 
efecto  es  más  marcado  cuando  se  hace  la  inyección  directa- 
mente en  la  arteria  y,  sobre  todo,  si  se  dirige  la  corriente 
acuosa  contra  la  de  la  sangre  arterial.  Inmediatamente  qne 
se  liga  la  arteria  sobre  la  cánula  y se  dirige  el  fluido  en  sen- 
tido opuesto  á la  corriente  sanguínea,  se  nota  un  aumento  de 
la  fuerza  de  los  latidos  cardiacos,  como  si  la  maquinaria  cen- 
tral circulatoria  se  resistiera  y tratara  de  sobreponerse  al 
obstáculo  artificial.  Por  estos  efectos  se  deduce  que  la  regla 
para  el  uso  de  la  solución,  es  cuando  se  note  falta  de  tensión 
arterial  y aumento  en  la  frecuencia  del  pulso. 

En  una  persona  sana,  la  inyección  salina  de  250  á 300 
gramos,  á una  temperatura  no  menor  de  37  centígs.,  causa 
una  sensación  semejante  á la  del  alcohol,  cierta  tensión  cere- 
bral intercraneal,  calor  de  la  cara,  aumento  de  color  de  las 
mejillas  y los  labios,  ligeros  mareos,  debido  probablemente 
al  aumento  de  la  acción  cardiaca  y del  volumen  del  líquido 
que  circula,  causando  ambas  circunstancias  mayor  presión 
en  el  cerebro. 

En  una  persona  de  órganos  sanos  y que  sufra  de  pérdida 
de  sangre,  choc  ó extrema  debilidad  causada  por  una  depre- 
sión cualquiera,  el  efecto  de  una  inyección  normal  salina,  es 
generalmente  maravilloso.  El  pulso,  casi  filiforme,  se  llena  y 
bate  con  menos  frecuencia  y más  fuerza;  la  respiración,  de 
irregular,  rápida  y superficial,  se  torna  profunda,  reposada  y 
regular;  los  labios  se  llenan  de  sangre  roja,  los  ojos  aparecen 
más  animados  y las  pupilas  que  estaban  dilatadas  y torpes 
se  contraen  y responden  vivamente  á la  luz;  el  sudor  frío  y 
pegajoso,  precursor  de  la  muerte,  desaparece,  y el  individuo 
que  antes  parecía  un  cadáver,  recobra  el  aspecto  natural.  A 
los  pocos  minutos,  cuatro  ó cinco,  según  algunos  autores,  se 
nota  una  secreción  urinaria  marcada  y en  muchos  casos  una 
diaforesis  abundante,  la  boca  se  humedece  y el  enfermo  que 
presentaba  todo  el  cuadro  de  síntomas  tan  conocidos  y tan 
alarmantes  para  el  cirujano,  experimenta  un  bienestar  nota- 
ble, que  si  es  verdad  que  no  siempre  es  durable,  en  muchas 
ocasiones  es  el  cambio  favorable  de  la  balanza  que  momentos 
antes  se  inclinaba  hacia  la  terminación  funesta. 

Debido  á los  efectos  eliminativos  de  las  inyecciones  ma- 
sivas, es  qne  administrando  previamente  una  cantidad  grande 
de  suero  artificial,  un  animal  tolera  sin  peligro  una  dosis  de 
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estricnina,  morfina  ú otra  substancia  tóxica,  que  sin  la  diafo- 
resis  ó diuresis  sería  fatal.  Basado  en  estas  experiencias  se 
ha  usado  la  solución  normal  salina  en  cantidades  enormes, 
con  más  ó menos  buen  éxito  en  las  enfermedades  donde  pa- 
rece necesario  depurar  la  sangre  de  alguna  toxina  ó ptomaina. 

Su  efecto  estimulante  es  notable  en  el  choc,  aunque  no 
acompañado  de  pérdida  de  sangre,  sea  el  choc  causado  por  un 
traumatismo  ó por  un  sufrimiento  moral.  Una  inyección  in- 
tercelular de  250  á 300  gramos,  obra  las  más  de  las  veces 
maravillosamente. 

USOS  TERAPEUTICOS 

De  las  observaciones  hechas  se  deduce  que  está  indicado: 

(a)  En  pérdidas  grandes  de  sangre  por  cualquier  causa; 

(b)  En  choc  quirúrgico  ó de  cualquier  causa; 

(c)  En  pérdidas  de  los  líquidos  del  cuerpo,  como  cólera 
asiático,  infantil,  fuertes  diarreas,  &.; 

(d)  Cuando  haya  substancias  en  la  circulación  que  se 
eliminan  por  los  riñones  ó por  la  piel,  uremia  colemia,  &.; 

(e)  En  las  enfermedades  infecciosas,  fiebre  tifoidea, 
puerperal,  &. 

CONTRAINDICACIONES 

(a)  En  congestiones  cerebrales  ó pulmonares,  en  las 
inflamaciones  agudas  del  pulmón,  aneurisma,  &.; 

(b)  En  afecciones  cardiacas  con  dilatación;  (de  usarse 
deberá  ser  como  un  tanteo). 

(c)  En  anasarca  con  riñón  cirrótico. 

Gaston  en  “The  Twentieth  Century  Practice  of  Med.” 
recomienda  las  inyecciones  salinas  en  la  piemia  y en  la 
septicemia. 

Bovet  y Huchard  lo  han  usado  con  buen  éxito  en  un 
pielonefrítico  de  enfermedad  crónica  de  Bright,  inyectándole 
en  seis  meses  subcutáneamente  veinticinco  veces  y por  el 
recto  veinte,  usando  de  100  á 1800  gramos. 

Harris  en  un  caso  de  toxemia  aguda,  obtuvo  buenos 
resultados  con  1000  gramos,  aunque  el  enfermo  sucumbió 
después  de  gangrena.  En  otro  caso  de  nefritis  parenquimatosa 
crónica,  mil  gramos  dio  marcado  alivio. 

Wm.  Mackeown  cree  que  teórica  y prácticamente  los 
principios  ó fenómenos  de  osmosis  prometen  los  mejores  re- 


sultados  y basa  su  teoría  en  el  hecho  de  ser  dialisables 
las  antitoxinas;  aquéllas  se  eliminan  y éstas  quedan  en  la 
circulación,  protegiendo  así  el  organismo  humano.  Su  proce- 
dimiento teóricamente  es  sencillo:  se  diluye  la  sangre  con 
una  inyección  intravenosa  de  una  solución  normal  y se  llena 
el  recto  con  una  solución  saturada  de  sulfato  de  magnesia  y 
así  se  establecen  las  condiciones  para  una  diálisis  osmótica, 
teniendo  en  ambos  lados  opuestos  de  una  membrana  animal, 
dos  soluciones  de  densidades  diferentes. 

Tuffier  ha  practicado  inyecciones  intravenosas  y sub- 
cutáneas en  cincuenta  ó más  casos  de  hemorragias  y toxemias 
originadas  por  varias  causas,  incluyendo  dos  de  tétanos,  des- 
pués de  sangrías,  y encontraba  que  el  primer  efecto  tiende  á 
restañar  la  presión  arterial  y á disminuir  la  rapidez  de  la  acción 
cardiaca;  el  segundo,  á causar  una  diuresis. 

Proben  en  un  caso  de  eclampsia  inyectó  1750  gramos  de 
solución  salina.  La  orina  había  estado  casi  totalmente  supri- 
mida y muy  cargada  de  albúmina,  pero  dentro  de  24  horas  la 
mujer  había  escretado  tres  litros  de  orines. 

Segond  ha  tenido  brillantes  resultados  en  todas  las  ope- 
raciones de  cirugía  mayor. 

Cardenal  igualmente  la  recomienda  como  estimulante  en 
choc,  pérdidas  de  sangre  y toxemias. 

Rumpf  lo  ha  usado  en  el  cólera  asiático,  no  como  reme- 
dio absoluto,  pero  sí  como  gran  auxilio  para  sostener  al  pa- 
ciente mientras  pasa  la  crisis.  Usa  subcutáneamente  una 
solución  más  fuerte  que  la  normal. 

Forcheimer  cree  que  puede  indicarse  en  el  tratamiento 
de  la  escarlatina. 

Landouzy  cree  que  sus  efectos  se  deben  á la  acción  estimu- 
lante directa  sobre  la  circulación,  que  diluye  la  sangre  y faci- 
lita el  paso  de  las  toxinas  por  los  riñones  y el  trayecto  intestinal. 
Es  anti-infeccioso,  microbicida  y antidótico;  resultado  de  una 
larga  serie  de  operaciones  fisiológicas  locales  y generales,  del 
organismo  celular,  cuyos  fines  son  la  eliminación  de  las  ma- 
terias nocivas,  toxinas  y otras  que  la  oxidación  tiende  á ami- 
norar, y hacer  más  solubles,  más  diluidas  y por  consiguiente, 
de  más  fácil  excreción. 

Sahli,  de  Berna,  usó  la  solución  salina  con  buen  éxito  en 
la  tifoidea  y en  otras  enfermedades  infecciosas,  y en  un  caso 
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de  uremia  convulsiva  logró  arrebatar  al  enfermo  de  la  muerte 
inminente. 

Chassevant  en  unos  recientes  experimentos  curaba  los 
cu  rieles  y los  conejos  del  envenenamiento  de  estricnina  por 
medio  de  las  inyecciones  masivas,  con  tal  que  fueran  usadas 
antes  de  la  aparición  de  síntomas  convulsivos.  Parece  que 
estos  benéficos  efectos  son  debidos  á la  eliminación  de  las 
toxinas  por  diuresis. 

Cuando  no  se  eliminan  por  los  riñones,  la  piel  ó el  intes- 
tino, las  grandes  inyecciones  pueden  causar  una  verdadera 
anasarca  que  en  los  Brigbticos  del  riñón  pequeño  ó esclerótico, 
las  inyecciones  pueden  causar  síntomas  agravantes. 

Aunque  está  contraindicado  en  el  aneurisma,  puede, 
cuando  éste  se  rompa,  prolongar  por  algún  tiempo  la  vida. 

En  un  caso  de  envenenamiento  de  ácido  carbólico,  usado 
en  lavativa,  Landouzy,  por  medio  de  inyecciones  masivas 
logró  salvar  á su  enfermo. 

En  casos  de  ingestión  de  ptomainas  la  reabsorción  de  las 
toxialbúminas  de  nuestros  propios  sistemas,  de  leucomainas, 
es  decir,  en  todos  los  casos  de  antointoxicación,  el  lavado  de 
la  sangre  da  buenos  resultados,  como  también  en  las  fiebres, 
especialmente  la  tifoidea,  sus  resultados  fian  sido  más  brillan- 
tes que  los  obtenidos  por  el  método  de  Brand.  Michaux  ha 
tenido  resultados  admirables  en  casos  de  septicemia  postope- 
ratorios y Lejons  los  ha  conseguido  igualmente  favorables  en 
la  fiebre  puerperal  séptica. 

Landouzy  recomienda  dosis  masivas  en  las  pneumonias 
pneumocósicas;  y también  en  los  entéricos  deprimidos  que 
orinan  mal;  la  seroterapia  es  un  poderoso  auxilio  al  método 
de  Brand.  En  estos  casos  de  lengua  seca,  pulso  deprimible  y 
orinas  escasas,  es  que  la  inyección  salina  de  100  á 300  gramos 
da  resultados  sorprendentes;  el  estado  del  enfermo  cambia 
completamente,  sale  de  su  estado  tifoídico;  el  sistema  nervioso, 
recupera  sus  fuerzas,  el  tono  vascular  aumenta  rápidamente, 
la  fisonomía  del  paciente  cambia,  la  lengua  se  humedece  y 
las  orinas  aumentan  en  cantidad;  la  curva  termométrica  viene 
más  pareja,  el  esfigmógrafo  traza  una  curva  marcadamente 
mejor  y el  aspecto  del  enfermo  es  de  convalecencia. 

P.  Delbet  lo  recomienda  en  la  erisipela,  las  pulmonias, 
septicemias  y la  uremia;  y considera  que  son  síntomas  favo- 
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rabies  una  sensación  de  bienestar  y descenso  de  la  tempera- 
tura y que  un  frío  no  es  síntoma  de  cuidado. 

Delbet  ha  encontrado  que  el  número  de  glóbulos  rojos 
baja  relativamente  poco  después  del  lavado  de  la  sangre.  El 
cree  que  los  tejidos  celulares  cesan  de  absorber  el  suero 
cuando  la  tensión  arterial  adquiere  cierta  presión;  pasa  en  los 
tejidos  celulares  algo  parecido  á lo  que  sucede  en  las  serosas. 
Dice  que  en  muchos  casos  ha  visto  una  inyección  de  50  gramos 
hacer  un  efecto  notablemente  estimulante.  Recomienda  para 
los  casos  ordinarios,  que  la  temperatura  del  suero  inyectado 
sea  más  ó menos  de  37°;  pero  en  casos  de  colapso,  que  tenga  á 
lo  menos  de  38  á 39. 

En  los  coléricos  con  temperatura  de  34°  centígrados,  De- 
bove  y Bruhle  encontraron  que  la  inyección  hizo  subir  la  tem- 
peratura á 37°  y más. 

Bosc  ha  propuesto  usar  simultáneamente  la  sangría  y las 
inyecciones  del  suero  y ha  visto  á sus  enfermos  sufrir  una 
crisis  parecida  á la  de  fiebres  palúdicas,  fuerte  frío  con  acele- 
ración del  pulso,  disnea,  exageración  de  los  reflejos  patelares, 
vómitos,  diarreas  y diuresis  abundante.  Después  viene  un 
período  de  calor  cQn  temperatura  de  39,  40  ó 41;  la  piel  arde, 
la  cara  se  pone  cianótica  y cubierta  de  sudor,  el  pulso  rápido 
y la  respiración  fatigada.  Después  de  30  ó 40  minutos  los 
enfermos  cambian;  la  temperatura  baja  al  estado  normal  y 
este  período  de  reacción  favorable  dura,  según  Bosc,  de  tres 
á cinco  horas. 

Reynaud  opina  que  se  debe  usar  la  solución  salina  sólo 
hipodérmicamente.  Así  empleada,  su  acción  es  menos  rápida; 
pero  no  tiene  los  inconvenientes  de  la  inyección  intravenosa. 
La  venesección  por  sus  efectos  depurativos,  es  el  mejor  método 
de  desintoxicar  mecánicamente  los  casos  de  envenenamiento 
de  la  sangre.  No  se  debe  usar  siempre;  sólo  en  ciertas  emer- 
gencias; sus  efectos  benéficos  son  pasajeros.  Dosis  pequeñas, 
como  en  lavativas  se  puede  usar  impunemente  en  todas  las 
infecciones  é intoxicaciones,  especialmente  cuando  hay  hipo- 
tensión vascular.  Cuando  se  usa  en  estos  casos,  debe  de  ser 
sistemáticamente,  á diario  y en  dosis  de  150  á 500  gramos; 
casi  siempre  sus  efectos  son  buenos.  También  se  puede,  por 
débil  que  sea  el  enfermo,  sangrar  é inyectar  simultáneamente 
y no  se  debe  esperar  á que  el  enfermo  esté  moribundo  para 
ocurrir  á la  hipodermoclisis. 
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El  modo  de  aplicar  la  hipodermoclisis  es  de  los  más  sen- 
cillos. Para  precaverse  de  toda  posibilidad,  el  cirujano  no  debe 
esquivar  una  antisepsia  rigurosa.  Sin  embargo,  si  por  la  gra- 
vedad del  paciente  ó por  peligro  inminente  cansado  por  pérdida 
de  sangre  estuviese  obligado  á usar  con  precipitación  la  inyec- 
ción intercelular,  poco  es  el  peligro  de  causar  un  pequeño  abce- 
so. Los  lugares  de  elección  son  los  pechos,  nalgas,  región 
dorsal  ó muslos.  Se  introduce  la  aguja  profundamente  en  el 
tejido  celular,  se  abre  la  corriente  y poco  á poco  se  retira  la 
aguja  unos  dos  centímetros.  El  objeto  de  este  procedimiento 
es  el  de  formar  una  pequeña  cavidad  que  admita  mejor  la  so- 
lución y permita  más  absorción.  Uso  dos  agujas  y el  aparato 
que  he  indicado  hace  tres  años,  permite  observar  la  tempe- 
ratura del  suero. 

El  caso  siguiente  en  que  usé  un  suero  que  no  he  visto 
recomendado  por  ningún  autor,  me  parece  de  interés. 

En  el  mes  de  Junio  de  1896  fué  mi  triste  deber  asistir  un 
caso  gravísimo  de  enterocolitis  infecciosa.  El  niño  era  de  trece 
meses  de  edad,  criado  en  parte  por  la  lactancia  artificial,  no 
muy  robusto  y heredero  de  una  discrasia,  pero  de  la  cual  no 
había  sufrido  lesión  alguna.  Viendo  que  el  caso  se  agravaba 
á pesar  de  mis  esfuerzos,  mi  honorable  colega  D.  Juan  J.  Flo- 
res de  Heredia,  (C.  Rica,)  convino  conmigo  en  la  hipodermo- 
clisis  de  suero  artificial.  Poco  antes  de  la  consulta  había  hecho 
en  un  campesino  anasárquico  de  cirrosis  alcohólica,  la  acupun- 
tura en  las  piernas.  Fui  á mi  despacho  para  hacer  preparar 
el  suero  artificial,  y la  presencia  de  mi  anasárquico  de  cuyas 
piernas  manaba  una  abundancia  de  suero  natural,  me  trajo  á 
la  idea  usar  de  su  suero  en  mi  pequeño  paciente.  Esterilicé 
botella  y jeringa,  recogí  unos  100  gramos  del  fluido,  y con 
el  Dr.  Flores  le  inyecté  en  pequeñas  dosis  en  las  nalgas  de 
mi  enfermito.  El  efecto  fué  maravilloso;  el  pulso  se  llenaba, 
el  niño  volvió  á tomar  alimento,  sus  frías  extremidades  se 
calentaban  y la  infeliz  madre,  la  familia,  mi  colega  y yo,  nos 
llenamos  de  ilusión.  El  niño  pasó  bien  el  día  y las  primeras 
horas  de  la  noche,  pero  en  la  madrugada  se  agravó  otra  vez. 
Tratamos  de  volver  á conseguir  al  campesino  hidrópico  pero 
no  fué  posible,  y á pesar  del  uso  del  suero  normal,  mi  paciente 
sucumbió.  La  pobrecita  madre  cree  todavía  que  si  hubiéramos 
podido  conseguir  otro  hidrópico  se  hubiera  salvado  su  primo- 
génito. 
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Este  otro  caso  es  interesante,  porque  se  trataba  de  nn 
hombre  inteligente  qne  ignoraba  completamente  lo  que  era  la 
hipodermoclisis;  estaba  en  sn  perfecto  sano  juicio  y daba 
cuenta  cabal  de  lo  qne  pasaba.  Era  un  joven  de  21  años,  que  por 
una  casualidad  había  recibido  un  tiro  de  escopeta  de  municio- 
nes de  tamaño  medio,  en  el  pecho,  hombro  y brazo,  una  de  las 
cuales  había  interesado  la  arteria  axilar  en  su  primera  parte 
y de  modo  que  no  sangraba  la  herida.  Sobrevino,  como  era 
natural,  la  gangrena  traumática  y fue  necesario  la  desarticula- 
ción del  brazo.  Había  durado  tres  días  en  una  hacienda  lejos 
de  la  capital  y cuando  llegó  al  Hospital,  después  de  ser  trans- 
portado unas  tres  leguas  en  una  camilla  y unas  quince  en  un 
carro  de  carga  del  ferrocarril,  su  estado  nos  daba  lástima  y 
pocas  esperanzas  abrigábamos  de  salvarle  la  vida.  Asistido  por 
los  Dres.  Soto  y Zumbado,  amputé  lo  más  rápidamente  posi- 
ble y no  fué  necesario  ligar  la  arteria  axilar,  pues  estaba 
completamente  ocluida  por  un  firme  coágulo.  Después  de  la 
operación  inyecté  en  el  muslo  700  gramos  de  suero  artificial 
de  la  temperatura  de  40  á 38  y el  enfermo  manifestaba  sentirse 
mejor.  Cuando  fui  á visitarle  por  la  tarde,  me  suplicó  que  le 
administrara  otra  inyección,  porque  se  sentía  otra  vez  muy 
débil  y con  mucha  sed,  y que  él  estaba  seguro  que  había 
orinado  todo  el  líquido  que  le  había  puesto  en  la  primera,  y 
todavía  mayor  cantidad.  Repetí  la  inyección  con  el  mismo 
resultado  En  una  de  tantas  inyecciones,  por  descuido  de  la 
enfermera  que  lo  asistía,  la  solución  estaba  más  baja  que  la 
temperatura  humana  normal,  á unos  33°  ó 34°  centígrados. 
Inmediatamente  notó  diferencia  de  los  efectos  de  la  hipoder- 
moclisis. Sin  que  supiera  la  causa,  sentía  fríos  y depresión; 
aunque  no  se  notaba  ninguna  alteración  de  su  temperatura. 
El  enfermo  no  sabía  los  efectos  de  las  inyecciones  salinas;  así 
es  que  estoy  seguro  que  se  puede  dejar  á un  lado  la  sugestión. 
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The  object  of  this  paper  is  to  show  that  there  is  a single  type  of  structure — 
namely — that  of  a secreting  gland,  belonging  to  all  the  organs  of  the  animal  body 
and  that  the  pathology  of  the  diseases  of  this  type  of  structure  is  the  pathology  of 
the  general  diseases  of  the  body. 

Scientific  men  have  devoted  most  of  their  efforts  to  analysis  and  we  have  in 
all  departments  of  science  a vast  number  of  isolated  facts  too  cumbersome  for  the 
average  memory  and  too  obscure  in  definition  for  real  service. 

They  have  taken  the  world  to  pieces  suppossing  that  we  can  put  those  pieces 
together  and  make  a world,  but  in  this  we  fail.  The}7  are  successful  in  analysis  and 
we  are  unsuccessful  in  synthesis.  Especially  is  this  true  in  medicine. 

In  normal  and  pathological  histology  we  have  a volume  of  facts  that  is 
enormous  and  we  do  not  always  know  just  what  to  do  with  them. 

We  learn  the  macroscopic  and  microscopic  structure  of  the  lungs,  liver, 
kidneys,  alimentary  canal  etc.,  and  we  endeavor  to  memorize  these  structures 
separately. 

We  try  to  think  of  the  lungs  composed  of  framework,  alveoli,  blood  vessels, 
bronchi,  epithelial  cells,  of  the  liver  composed  of  lobules,  framework,  epithelial 
cells,  blood  vessels,  ducts,  of  the  alimentary  canal  composed  of  epithelium,  blood 
vessels,  glandular  parts  etc.,  and  in  our  eagerness  to  learn  assume  the  very  great 
task  of^committing  it  all  to  memory  while  we  lose  sight  of  any  common  type  of 
structure  running  through  them  all  and  which  if  properly  understood  would 
simplify  the  whole  matter.  In  pathological  histology  we  learn  the  structural 
changes  of  pneumonitis,  hepatitis,  enteritis,  nephritis  and  etc.,  separately  and  by 
the  time  we  have  committed  it  all  to  memory  we  do  not  know  much  about  it 
except,  perhaps,  that  it  is  all  hard,  dry,  uninteresting  and  unprofitable. 

We  are  satisfied,  to  leave  it  all  with  the  pathologist.  This  conclusion 
renders  these  subjects  less  useful  than  they  ought  to  be.  Pathology  should  not 
become  the  property  of  the  pathologist  nor  histology  of  the  histologist,  but  of  the 
practising  physician  who  might  make  a better  use  of  them  than  either. 

For  common  use  the  simpler  it  can  all  be  made  the  better. 

Now  if  we  look  over  the  usual  structure  of  all  the  viscera  of  the  animal  body 
we  will  find — after  all — there  is  a type  of  structure  sufficiently  common  to  the  mall 
to  render  it  fundamental.  That  type  of  structure  is  that  of  a secreting  gland.  If, 
then,  we  know  the  structure  of  a secreting  gland  we  can  have  some  definite  idea 
of  the  structure  of  all  the  viscera.  In  the  first  place  all  the  structures  of  the  body 
are  derived  from  two  epithelial  cells-the  ovum  and  spermatozoon.  These  cells 
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properly  belong  to  the  secreting  gland  type  of  structure.  If  then  one  or  both 
ancestral  cells  belong  to  a common  type  of  structure  it  would  not  be  suprising  to 
find  the  same  type  in  the  offspring.  If  we  look  at  a secreting  gland  we  find  it  has 
the  following  parts:  an  enclosing  membrane,  framework  or  stroma,  functional 
part  or  parenchyma,  blood  income,  capillary  distribution,  blood-outgo,  and  duct. 
We  also  find  from  observation  that  it  has  as  functions-internal  and  external  secret- 
ions. From  a careful  study  of  this  plan  of  structure  we  ascertain  that  it  is  the 
one  best  adapted  to  the  economic  performance  of  function;  for  the  part  which 
labors  is  as  near  to  the  source  of  power — the  blood — as  it  is  possible  to  have  it.  Let 
us  now  compare  the  structure  of  the  organs  of  the  body  with  the  structure  of  a 
secreting  gland  and  see  if  they  are  not  constructed  upon  the  same  plan. 

First  the  pancreas  which  is  a secreting  gland. 

The  enclosing  membrane  is  the  capsule,  the  framework  is  the  interlobular 
septa,  the  functional  parts  are  the  acini,  the  blood  income  is  provided  by  the 
pancreatico-duodenal  and  splenic  arteries,  the  capillary  distribution  is  that  around 
the  acini,  the  blood  outgo  is  furnished  by  the  splenical  mesenteric  veins,  the  duct 
is  the  pancreatic  duct  or  duct  of  Wirsing.  It  will  by  necessary  to  mention  the 
functions  of  the  different  organs  as  far  as  they  are  known  as  the  phenomena  of 
disease  depends  upon  them  . Function  of  the  pancreas;  external  secretion,  pancreatic 
juice;  internal  secretion,  something  which  governs  amount  of  sugar  in  the 
circulation. 

The  eung;  enclosing  membrane  — the  pleura,  framework  — interlobular 
septa,  functional  part-alveoli,  or  air  cells,  blood  income  pulmonary  and  bronchial 
arteries,  capillary  distribution — that  around  the  alveoli,  blood  outgo — pulmonary 
and  bronchial  veins,  duct — trachea  and  bronchi,  external  secretion: — C02  and 
H20.,  internal  secretion — O. 

Liver;  enclosing  membrane — capsule  of  Glisson,  framework  — functional 
part,  acini,  blood  income — portal  vein  and  hepatic  artery,  capillary  distribut- 
ion— intralobular  veins,  blood  outgo — hepatic  vein,  duct  — bile  duct,  external 
secretion  — bile,  internal  secretion — something  which  governs  the  glycogen,  urea 
and  dextrose  output. 

ThespgEEn;  enclosing  membrane — capsule,  framework — trabeculae,  funct- 
ional part — pulp,  blood  income — splenic  artery,  capillary  distribution — channels 
of  diffusion  among  the  pulp  cells,  blood  outgo — splenic  vein,  duct — splenic  vein 
external  secretion — leucocytes,  internal  secretion — not  known.  The  chief  function 
of  the  spleen  seems  to  be  mechanical  rather  than  chemical — a heart  which  provides 
the  liver  with  its  proper  circulation. 

AgimenTary  canae;  enclosing  membrane — outer  fibrous  coat,  framework 
— areolar  tissue,  functional  part — mucous  membrane,  blood  income — gastric  and 
mesenteric  arteries,  capillary  distribution — that  around  the  compound  tubular 
glands  of  the  stomach  and  crypts  of  the  small  and  large  intestines  and  within  the 
villi  of  the  small  intestine — (a  villus  is  a gland  inverted),  blood  outgo— gastric  and 
mesenteric  veins,  duct — intestine,  external  secretion — gastric  and  intestinal  juices, 
internal  secretion — materials  which  support  the  body  metabolism. 

Kidney;  enclosing  membrane — capsule,  framework — intertubular  septa, 
functional  part — malphigian  tufts  and  tubuli  urinifery,  blood  income — renal  artery- 
capillary distribution — that  constituting  the  tufs  and  surrounding  the  tubes,  blood 
outgo — renal  vein,  ducts  — ducts  of  Bellini,  external  secretion — urine,  internal  se- 
cretion— something  which  controls  body  metabolism  and  muscular  contraction. 

Adrenags;  enclosing  membrane — capsule,  framework — connective  tissue 
septa,  functional  part — medulla,  blood  income — supra-renal  and  phrenic  arteries, 
capillary  distribution — that  around  cell  group;  blood  outgo — supra-renal  veins,  ducts 
— osmotic  channels  into  supra-renal  veins,  ducts — osmotic  channels  into  supra-renal 
veins,  external  secretion— not  known,  internal  secretion — something  which  causes 
vaso-motor  contraction. 

Thyroid;  enclosing  membrane — capsule,  frame-work  interlobular  septa, 
functional  part-acini,  blood  income —superior  and  inferior  thyroid  arteries  capillary 
distribution — that  around  the  acini,  blood  outgo-superior,  middle  and  inferior 
thyroid  veins,  ducti  osmotic  channels  into  thyroid  veins,  external  secretion— colloid 
substance,  internal  secretion — something  which  governs  metabolism  the  absence  of 
which  causes  myxoedema. 


Thymus;  enclosing  membrane-capsule,  framework — septa,  functional  part — 
leucocytes,  blood  income — internal  mammary,  carotid,  subclavian,  superior  and 
inferior  thyroid  arteries,  capillary  distribution — that  around  the  lymphoid  follicles, 
blood  outgo — thymic  veins,  ducts — osmotic  channels  into  thymic  veins,  external 
secretion — not  known,  internal  secretion  — something  essential  to  the  body 
metabolism  in  the  young. 

I/YMPH  nodes;  enclosing  membrane  — capsule,  framework  — trabeculae, 
functional  part — leucocytes,  blood  income — afferent  vessels,  capillary  distribution 
— channels  among  the  leucocytes,  blood  outgo — efferent  vessels,  ducts  efferent 
vessels,  external  secretion — not  known,  internal  secretion  — something  which 
governs  fibrin  factors  and  standard  value  of  blood. 

TesticeE;  enclosing  membrane— tunica  albuginea,  framework — septa,  blood 
incomes — spermatic  artery,  functional  part  tubuli  seminiferi,  capillary  distribution, 
that  around  seminal  tubes,  blood  outgo — spermatic  vein,  duct — vas  deferens,  external 
secretion — spermatozoa,  internal  secretion — something  which  causes  the  changes  of 
puberty. 

Ovary;  enclosing  membrane — genital  epithelium,  framework — connective 
tissue  cells,  blood  income — ovarian  artery,  functional  part — Graafian  follicles,  capil- 
lary distribution,  that  among  the  follicles,  blood  outgo — ovarian  veins,  ducts — 
passages  from  ruptured  follicles  to  the  surface  of  the  ovary,  external  secretion — ova, 
internal  secretion-something  which  causes  changes  at  puberty. 

UTERUS;  enclosing  membrane,  external  fibrous  covering,  flamework — con- 
nective tissue,  blood  income — uterine  artery,  capillary  distribution — that  to  the 
mucosa,  functional  part — mucosa,  blood  outgo — uterine  vein,  ducts— osmotic  chan- 
nels into  veins,  external  secretion — liquid  containing  much  NaCI.  internal  secret- 
ion— something  which  governs  body  metabolism  by  the  removal  of  excrement- 
itious  matters. 

Brain;  enclosing  membrane — pia — mater,  framework — neurolia,  blood  in- 
come— vertebral  and  carotid  arteries,  funtional  part-gray  matter,  capillary  distribut- 
ion— that  to  the  gray  mater,  blood  outgo — jugular  vein,  duct— tubular  vein,  ex- 
ternal secretion — something  which  causes  individuality  in  tissue  metabolism. 

Muscee;  enclosing  membrane — connective  tissue  sheath,  framework — endo- 
mysium,  blood  income — muscle  artery,  functional  part — muscle  cell  or  fibre, 
capillary  distribution — that  to  the  muscle  cells  or  fibres,  blood  outgo — muscle 
vein,  ducts — osmotic  channels  into  veins,  external  secretion — creatin,  internal 
secretion — something  which  is  glycolitic  in  action  and  something  which  govern 
gland  metabolism. 

Serous  membranes;  enclosing  membrane — connective  tissue,  framework 
— connective  tissue  strata,  blood  income — serous  membrane  artery,  functional  part 
— epithelial  lining,  capillary  distribution — that  beneath  the  epithelium,  blood 
outgo  serous  membrane,  vein,  ducts — channels  of  osmosis  into  veins,  external  se- 
cretion— contents  of  serous  cavities,  internal  secretion — not  known. 

WhoeE  body;  enclosing  membrane — skin,  framework — areolar  tissue,  blood 
income  — aorta,  functional  part-viscera,  capillary  distribution — that  of  the  body 
between  aorta  and  venae  cavae,  blood  outgo — venae  cavae,  duct — intestine  external 
secretion — CO2  H2  O,  excreta,  internal  secretion — blood. 

Thus  we  see  that  the  general  structure  of  the  various  parts  of  the  body  and 
even  of  the  body  as  a whole  corresponds  to  that  of  a secreting  gland  from  the 
stand  point  of  gross  anatomy. 

The  correspondence  is  equally  good  from  a more  minute  consideration.  The 
minute  structure  of  a secreting  gland  is  this;  a basement  membrane  with  the  cir- 
culation on  one  side  of  it  and  the  functional  part  of  the  organ  on  the  other  and 
whether  tubular,  sacular,  simple  or  compound  the  structu-ie  is  the  same. 

This  is  the  best  arrangement  we  could  have  for  any  organ  as  it  establishes 
the  proper  relationship  between  the  blood — the  source  of  supply — and  the  part  set 
aside  for  certain,  definite  action.  No  other  structure  would  answer  as  well. 

Now  this  would  tend  to  simplify  our  knowledge  of  histological  structure  by 
establishing  in  our  miud  a single  type  of  structure  common  to  any  part  of  the  body 
and  to  the  body  as  a whole;  so  that  if  we  attempt  to  give  the  structure  of  any  organ 
we  have  a certain,  definite  plan  to  follow  which  is  always  the  same. 

For  example,  in  thinking  of  an  organ  we  have  in  mind  a capsule,  framework 
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blood  income,  funtional  part,  capillary  distribution,  blood  outgo,  duct  histologic- 
ally and  an  external  and  internal  secretion  physiologically  and  thinking  of  it  in 
this  way  we  have  a fair  idea  of  an  organ  as  a whole.  Of  these  parts  the  cells  of  the 
functional  part  and  their  products — external  and  internal  secretions — are  subject 
to  variation  while  the  other  parts  remain  the  same.  The  variable  character  of  the 
two  parts  gives  the  variable  character  to  the  phenomena  of  the  living  body.  We 
then  have  a whole  composed  of  parts  so  unified  and  diversified  as  to  meet  the 
emergencies  of  life. 

On  account  of  the  constant  presence  of  the  unvarying  parts-capsule-frame- 
work-blood  income-blood  outgo  and  ducts  we  may  even  disregard  these  in  our 
thoughts  of  structure  and  keep  constantly  in  mind  the  other  more  essential  and 
varying  parts-the  functional  part  with  its  products  and  the  surrounding  capillary 
distribution. 

This  is  the  locality  of  action  in  normal  and  pathological  conditions.  Thus 
we  have  one  type  of  structure  and  one  locality  in  that  structure  to  remember  from 
which  we  start  in  our  process  of  thought  concerning  the  phenomena  of  life. 

The  second  part  of  the  subject — namely — the  relation  of  the  pathology  of 
this  type  of  structure  to  the  pathology  of  disease  in  general  may  be  treated  in  the 
same  way. 

As  we  have  found  one  type  of  structure  so  we  may  find  one  locality  in  that 
type  of  structure  where  all  the  vital  processes  concerned  in  the  wellfare  of  cell  life 
take  place. 

Between  the  incoming  artery  and  the  outgoing  vein  of  any  organ  is  located 
the  essential  parts  of  the  organ. 

Here  is  the  capillary  distribution  enclosing  the  functional  part  or  cells.  The 
blood  reaches  these  cells  by  passing  through  the  walls  of  the  capillaries.  This  is 
the  place  where  nutrition  and  all  that  the  term  implies  occurs. 

It  is  the  place  in  the  wdiole  circulation  toward  which  the  chemical  and 
physical  operations  are  directed. 

Without  it  food,  digestion,  absorption  would  be  useless  and  the  chief  object 
of  physiological  activity  would  be  defeated. 

Now  if  the  most  important  normal  processes  go  on  in  this  locality  it  is  not 
at  all  surprising  to  find  that  the  chief  pathological  processes  occur  here  also.  This 
being  the  case  we  may  confine  our  studies  of  pathological  conditions  to  this  one 
limited  area  instead  of  wondering  about  aimlessly  in  the  labyrynth  of  histological 
confusion  until  we  emerge  with  no  particular  knowledge  of  anything  of  much 
importance. 

In  order  that  we  may  distinguish  between  a normal  and  a pathological 
condition  we  must  first  know  what  a normal  condition  is.  For  convenience  it  may 
be  defined  as  that  condition  of  structure  and  function  most  common  to  the  greatest 
number  of  animals. 

A phatological  condition  is  any  deviation  from  this,  while  these  condition 
do  not  place  any  characteristic  stamp  of  identification  upon  either  condition,  it  is 
the  best  we  can  do. 

Slight  deviations  from  the  normal  we  could  not  detect,  so  that  our  knowledge 
of  pathology  really  begins  at  a time  when  there  is  sufficient  structural  change  to 
recognize  by  mitroscopic  examination.  Now  if  this  be  true  that  the  common  type 
of  structure  in  the  body  is  that  of  a secreting  gland  and  that  there  is  one  locality 
of  action  for  either  a normal  or  a pathological  process  then  the  pathology  of  diseases 
of  a secreting  gland  would  apply  to  any  organ  in  the  body  and  the  whole  matter  of 
pathological  conditions  be  simplified. 

In  this  paper  I take  the  type  of  structure  known  as  that  of  a secreting  gland 
— instead  of  any  particular  gland — that  is  any  organ  having  an  enclosing  membrane 
framework,  blood  income,  functional  part,  capillary  distribution,  blood  outgo,  duct 
and  having  an  external  and  internal  secretion.  The  three  great  pathological  proces- 
ses which  occur  in  diseases  are  tumors,  inflammations  and  degenerations. 

They  may  occur  alone  or  together.  There  are  several  varieties  of  all  three, 
but  the  process  concerned  in  the  production  of  any  one  variety  is  the  same. 

That  is,  any  particular  inflammation,  for  example,  is  not  produced  in  one 
way,  at  one  time  and  in  one  place  and  in  another  place — but  in  the  same  way,  at 
all  times  and  in  all  places,  so  that  there  is  a constancy  of  action  about  it  which  is 
sufficient  to  characterize  the  process.  The  same  is  true  of  tumors  or  degenerations. 
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Hence  we  have  one  process  occuring  in  one  locality,  in  one  type  of  structure 
for  each  distinct  species  of  pathological  process.  Of  the  four  tissues-epitheliuni, 
muscular,  nervous  and  connective,  the  first  three  are  prone  to  degeneration  in  the 
presence  of  an  irritant  while  the  last  is  prone  to  proliferation;  so  that  in  an  organ 
composed  of  epithelium  and  connective  tissue  or  muscle  and  connective  tissue  or 
nerve  cells  and  connective  tissue-and  all  organs  are  composed  of  some  combina- 
tion of  these  tissues-we  would  always  look  for  certain  forms  of  degeneration  in  the 
epithelium,  muscle  or  nerve  and  for  proliferation  in  the  connective  tissue.  Includ- 
ed among  the  connective  tissue  varieties  are  the  leucocytes.  This  would  simplify 
pathology  to  a certain  extent. 

Of  the  three  pathological  processes  we  may  dismiss  tumors  the  most  easily. 
A tumor  in  one  place  is  about  the  same  as  a tumor  in  any  other  place.  A carcinoma 
or  myoma  are  identified  microscopically  by  their  constancy  of  structure  anywhere 
in  the  body  and  clinicaly  by  a constancy  of  macroscopic  appearances. 

The  process  by  which  any  one  of  them  is  produced  must  always  be  the  same 
and  must  occur  in  the  capillar  atea  as  cell  growths  cannot  well  proceed  elsewhere. 
If  we  can  tell  an  epithelioma  in  one  organ  we  can  tell  it  in  any  organ  because  it 
grows  in  the  same  way  and  always  for  the  same  reason. 

It  we  were  to  remove  from  tumors  the  certainty  of  product  we  could  not 
distinguish  any  of  *hem.  We  would  have  no  pathology  of  tumors  which  would  be 
of  any  use  to  us.  Perhaps  there  could  be  no  better  proof  of  a certain,  definite 
process  of  formation  than  the  fixed  product  upon  which  werely  for  indication. 

Tumors  may  disregard  the  laws  which  govern  complete  tissue  formation  but 
they  are  most  logical  to  those  laws  to  a certain  degree;  at  any  rate  to  a point 
where  they  can  assert  their  individuality.  Therefore  given  an  organ  the  structure 
of  which  is  known  and  we  could  give  the  pathology  of  a tumor  in  that  organ.  The 
symptoms  which  arise  would  depend  upon  the  function  of  the  organ  involved. 
Perhaps  inflammations  cover  the  greatest  field  in  pathology.  In  their  consideration 
we  must,  again,  keep  in  mind  the  one  type  of  structure,  the  one  locality  of  action 
and  the  function  of  such  a structure-namely-external  and  internal  secretion,  There 
is  an  inflammation  characterized  by  the  constant  products  of  serum,  fibrin  and  pus 
and  it  is,  perhaps,  the  most  common  of  all.  In  as  much  as  the  emigration  of 
leucocytes  from  the  blood  current  to  the  tissues  outside  is  one  of  the  most  essential 
characteristics  of  this  form  of  inflammation  it  follows  that  such  emigration  could 
but  take  place  where  the  vessel  wall  is  thinest-namely-in  the  capillaries. 

Now  as  far  as  we  know  the  structure  of  capillaries  is  the  same  and  in  the 
type  of  organ  which  is  under  consideration  the  capillaries  around  the  functional 
part  constitute  the  field  of  operation  in  inflammatory  diseases.  In  this  kind  of 
inflammation  there  are  congestion  and  stasis  of  the  blood  stream-exudation  of  blood 
plasma,  emigration  of  leucocytes  with  or  without  diapedesis  of  red  blood  cells. 

These  are  constant  in  some  degree  and  are  alwajrs  the  same. 

It  would  not  matter  whether  it  was  in  the  lungs  or  in  the  liver,  in  the  ali- 
mentary canal  or  in  the  kidney,  in  the  ovary  or  in  the  thyroid.  The  process,  from 
the  beginning  of  the  congestion  to  the  finished  products-serum,  fibrin  and  pus, 
would  be  the  same. 

The  passage  of  the  contents  of  the  capillaris  into  to  the  tissues  outside  would 
modify  the  chemical  products  of  the  functional  part — the  external  and  internal 
secretions — and  symptoms  would  appear  depending  upon  the  function  of  the  part- 
icular organ  involved. 

The  symptoms  would  vary  while  the  pathological  process  remained  the 
same.  The  diagnosis  would  depend  upon  the  symptoms,  the  prognosis  upon  the 
extent  and  severity  of  the  process  and  the  treatment  upon  them  all  and  we  would 
have  a reasonable  idea  of  acute  forms  of  pneumonitis,  hepatitis,  gastritis,  enteritis, 
colitis,  nephritis,  ovaritis  or  this  kind  of  inflammation  of  any  organ. 

In  the  lungs  the  air  cells  would  be  involved  and  the  amount  of  C02  eliminat- 
ed and  of  O absorved,  decreased. 

In  the  liver  the  lobles  would  be  involved,  the  bile  modified,  the  urea  and 
glycogenic  functions  disturbed.  In  the  alimentary  canal  the  compound,  tubular 
glands  or  crypts  and  villi  would  be  involved  and  digestive,  absortive  and  anabolic 
processes  disturbed.  In  the  kidney  the  tufts  and  tubes  would  be  involved,  the  urine 
modified  and  the  internal  secretion  decreased  and  so  on  with  all  the  organs. 


If  the  inflammation  was  slight  only  a slight  result  would  follow,  if  intense- 
death  from  pressure  of  the  inflammatory  products  might  follow. 

On  acount  of  the  modified  nutrition  of  the  functional  part  caused  by  circul- 
atory changes  there  might  be  in  the  functional  cells  forms  of  degeneration  varying 
in  character  from  the  parenchymatous  to  actual  necrosis.  There  is  another  kind  of 
inflammation  characterized  by  tubercle  tissue  with  cheesy  degeneration  and  giant 
cells.  This  must  begin  in  the  capillary  and  is  practically  the  same  everywhere.  In 
fact  the  microscopic  picture  of  tubercular  inflammation  is  about  as  constant  as  the 
normal  structure  of  any  organ.  If  we  can  recognize  it  in  one  place  we  can  in  another. 
This  is  possible  only  because  it  is  the  result  of  a series  of  processes  alwa)7s  the  same, 
taking  place  in  a structure  always  the  same.  The  circulation  of  the  blood  is  the 
medium  of  exchange  between  the  outside  world  and  the  inside  world  and  while  it 
offers  the  only  means  of  nutrition  to  the  parenchyma  cells  it  affords  also  the  chief 
means  of  conveyance  to  those  cells  of  irritants  which  are  supposed  to  be  the  cause 
of  inflammations. 

The  rapidity  of  the  blood  current  through  the  thick  walled  arteries  and 
veins  does  not  favor  the  location  of  any  bacterial  agency  of  disease  within  those 
vessels-but  the  increased  capillary  area  with  its  slow  moving  current  offers  a good 
opportunity  for  the  successful  operation  of  the  disease  factors. 

If  tubercular  inflammation  presents  one  picture  in  one  organ  and  another  in 
another  organ  and  still  another  in  another  in  a third  we  would  suppose  that  there 
was  some  difference  either  in  the  processes  involved  in  the  formation  of  the  lesions 
or  in  the  structure  of  the  parts  concerned. 

But  this  is  evidently  not  the  case.  The  constancy  of  the  results  indicates  a 
constancy  in  the  factors  causing  the  result. 

Now  in  as  much  as  the  structure  of  all  organs  is  essentially  the  same  and  the 
processes  taking  place  in  that  structure  are  essentially  the  same  the  microscopical, 
pathological  changes  in  structure  and  function  are  just  what  we  would  expect  to 
find.  There  is  another  kind  of  inflammation  characterized  by  the  formation  of  new 
connective  tissue.  In  pathology  such  formations  are  known  as  cirrhoses,  scleroses, 
thickenings. 

Like  the  other  inflammations  this  occurs  in  the  capillary  areas  and  is  the 
result  of  the  application  of  an  irritant  to  the  connective  tissue  cells  adjacent  to  the 
capillaries. 

On  account  of  the  difference  in  normal  resistance  between  the  cells  of  this 
tissue  and  those  of  the  other  three  the  processes  following  the  irritation  are  slow 
and  therefore  usualy  belong  to  the  so  called  chronic  cases. 

As  the  process  continues  and  the  connective  tissue  increases  in  quantity  the 
nutrition  of  the  parenchyma  cells  is  modified  by  pressure  and  degenerations  of  one 
kind  or  another  accompany  the  condition.  We  have  little  trouble  in  the  recognition 
of  the  productive  type  of  inflammation  as  it  is  the  same  everywhere.  We  know,  at 
once,  in  a general  way,  at  least,  what  has  happened  in  a chronic  interstitial 
inflammation  of  the  lungs,  liver,  kidney,  ovary  or  any  other  organ  and  we  know 
because  we  know  the  structure  and  nature  of  the  process  common  to  them  all. 
Here,  as  elsewhere,  the  secreting  gland  structure  essential  for  the  exhibition  of  the 
phenomena  of  life  under  usual  conditions  becomes  the  site  of  the  phenomena  of 
life  under  unusual  conditions.  In  all  inflammations  the  extension  of  the  products 
will  depend  upon  the  activity  of  the  process  and  the  length  of  time  during  which 
the  process  is  going  on . 

Again,  that  class  of  pathological  conditions  known  as  degenerations  may  be 
considered  in  a similar  manner.  They  may  be  secondary  to  tumor  formation  or 
inflammatory  process  and  as  such  may  be  discussed  in  connection  with  them.  If 
they  occur  alone  their  starting  point  is  the  capillary  area  surrounding  the  funct- 
ional part.  Epithelium,  nerve  and  striped  muscle  degenerate  most  easily  because 
they  are  more  highly  organized  as  their  more  complex  acts  would  suggest 

Smooth  muscle  seems  to  belong  to  the  more  resisting  type  of  tissue  like 
connective  tissue.  The  degenerations  may  be  considered  as  the  passive  side  of  a 
pathological  process  such  as  is  seen  in  inflammations.  These  seems  to  be  a potent- 
ial element  in  both  inflammations  and  tumors  which  looks  toward  repair;  while  in 
the  degenerations  there  is  an  exhibition  of  a kinetic  state  which  looks  toward 
disintergration . But  whatever  is  done  occurs  in  the  same  capillary  area  of  our 
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common  type  of  structure  and  the  modifications  in  the  products  of  the  structure 
will  depend  upon  the  extent  of  the  process  involved. 

Now  if  it  is  true  that  there  is  a type  of  structure  common  to  all  parts  of  the 
body  and  that  type  is  that  of  a secreting  gland,  if  it  is  true  that  the  essential  acts 
of  pathological  conditions  occur  in  the  same  place — namely — the  capillaries  and 
functional  parts,  if  it  is  true  that  the  pathological  processes  are  essentially  the 
same,  then  it  would  naturally  follow  that  we  have  one  structure,  one  locality  of 
action,  one  process  as  the  sum  total  of  the  pathology  of  any  single  disease  in  any 
organ  of  the  bod}".  For  example:  what  would  be  the  pathology  of  an  acute  inflam- 
mation of  the  lung,  liver,  kidney,  any  part  of  the  alimentary  canal  or  any  organ  in 
the  body?  Evidently  we  would  have  to  deal  with  the  air  cells,  liver  lobules,  tubuli 
uriniferi,  the  mucosa  of  some  part  of  the  alimentary  canal  or  the  functional  part 
of  any  organ  and  with  the  capillary  area  adjacent  to  those  parts.  We  would  have 
congestion,  stasis,  exudation,  emigration  with  or  without  diapedesis.  The  products 
would  be  serum,  fibrin,  and  pus  and  might  vary  in  proportion. 

There  might  be  an  excess  of  either.  In  the  lungs  the  products  would  appear 
in  the  air  cells,  in  the  liver  the  products  would  appear  within  or  between  the  lobu- 
les, in  the  kidney  in  the  tufts,  in  the  labyrynth  of  the  cortex  or  between  the  tubes 
of  the  medulla,  in  the  alimentary  canal  between  the  compound  tubular  glands  of 
the  stomach,  within  the  villi,  between  the  crypts  or  in  the  solitary  and  agminated 
glands,  in  any  organ  in  the  functional  part  and  capillary  distribution  around  it. 

Having  in  mind  the  function  of  the  part  and  structure,  the  pathological 
process  going  on  we  could  make  up  the  chief  symptoms,  arrive  at  a diagnosis,  give 
some  idea  of  the  outcome  and  what  might  be  expected  in  the  treatment.  Thus  we 
might  have  a general  idea  of  a disease  as  a whole.  As  medical  students  and  practis- 
ing physicians  we  too  often  lose  sight  of  pathology  in  our  conceptions  of  diseased 
conditions  because  of  the  vast  array  of  pathological  facts  which  we  cannot  apply 
for  the  reason  that  they  are  not  tangible.  We  learn  the  pathology  of  diseases  of 
the  lung  and  forget  it,  we  learn  the  pathology  of  disease  of  the  liver  and  forget  it 
and  so  on.  We  carry  our  pathology  in  our  text  books  instead  of  in  our  heads  and 
leave  too  much  to  the  autopsy.  Diagnosis  at  the  dead  house  is  not  as  good  as  diag- 
nosis at  the  bedside  and  does  not  take  as  good  a man.  It  seems  to  me  that  the  idea 
of  reducing  most  all  of  the  diseases  to  one  structure,  locality  and  process  is  a feas- 
ible one  and  one  that  might  serve  a useful  purpose. 


TRATAMIENTO  DE  LA  FIEBRE  AMARILLA 


POR  EL 

T>R.  JOSE  VILA 

(HABANA,  cuba) 


PRIMERA  PARTE 

No  hemos  de  esforzarnos  en  preconizar  la  importancia 
que  para  nosotros  tiene  el  estudio  de  la  fiebre  amarilla,  que 
tantos  y tan  interesantes  problemas  por  resolver  ofrece  al 
clínico,  al  bacteriólogo  y al  higienista. 

Esta  enfermedad  es  considerada  por  todos  los  médicos 
cubanos  como  la  que  destaca  entre  todas  las  enfermedades,  por 
lo  mucho  que  ella  afecta  al  porvenir  de  la  Isla  de  Cuba.  Sin 
ella,  esta  tierra  la  más  hermosa  que  ojos  humanos  vieron , con 
sus  frescas  brisas,  su  cielo  azul,  su  fértil  suelo,  embellecida 
por  la  exhuberante  vegetación  de  los  trópicos,  atraería  á sus 
playas  hospitalarias  una  corriente  poderosa  de  inmigración, 
porque  á ella  acudirían  los  que  se  ausentan  de  su  tierra  natal 
para  desarrollar  sus  energías  en  otra  que  las  recompense  más 
pródigamente,  y los  que,  huyendo  del  invierno  detestable  de 
los  climas  fríos,  anhelan  gozar  de  la  vida  aquí  donde  jamás 
caen  las  hojas  de  los  árboles,  y nos  baña  siempre  la  vivificante 
luz  de  nuestro  sol,  importando  consigo  una  parte  de  su  caudal 
que  energías  también  representa.  Estas  y aquellas  energías 
transportadas  á este  suelo,  elevando  la  cifra  de  la  población  y 
el  nivel  de  la  riqueza,  serían  uno  de  los  principales  factores 
para  rehacernos  de  los  quebrantos  sufridos  en  la  contienda 
luctuosa  que  tanto  nos  ha  depauperado.  Pero  el  temible  espec- 
tro de  la  fiebre  amarilla  amedrentando  al  inmigrante,  lo  aleja 
de  nosotros  para  llevar  á otra  tierra,  acaso  menos  bella  y gene- 
rosa, el  auxilio  de  su  capital  y de  su  trabajo.  Esto  no  sucede- 
ría si,  merced  á las  conquistas  de  la  bacteriología  y de  la 
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higiene,  consiguiéramos  que  la  fiebre  amarilla  desapareciese 
para  siempre,  ó siquiera  se  lograse  por  medio  de  la  clínica 
hacerla  capitular,  obligándola  á mostrarse  mucho  más  benigna, 
y á reducir  á escaso  número  el  de  las  víctimas  que  inmolase. 

Por  esto  es  que  no  hay  para  nosotros,  en  este  momento 
histórico,  problema  médico  alguno  que  en  tan  alto  grado  nos 
interese  como  éste  de  la  fibre  amarilla,  y por  esto  también  que 
estimemos  como  un  deber,  que  nos  impone  nuestra  desolada 
patria,  aportar  para  la  solución  de  este  problema,  todos  los 
elementos  utilizables  bajo  los  distintos  puntos  de  vista  de  la 
clínica,  de  la  bacteriología  y de  la  higiene,  sin  eximirnos  ante 
la  consideración  de  su  escaso  valer,  ni  ante  la  de  nuestra  insu- 
ficiencia científica  y literaria. 

Como  precedente  obligado  á la  exposición  del  tratamiento 
que  usamos  en  la  fiebre  amarilla,  permítasenos  que  condense- 
mos en  pocas  palabras,  algunas  consideraciones  que  á priori 
lo  justifican.  El  hecho  de  ser  la  que  nos  ocupa  una  enfermedad 
contagiosa,  y á mayor  abundamiento  cíclica,  nos  demuestra 
que  ella  es  debida  á la  invasión  del  organismo  por  un  micro- 
bio especial  que,  como  todos  los  microbios  patógenos,  elabora 
toxinas  sumamente  virulentas,  cuando  en  el  plazo  de  breves 
días,  pone  en  peligro  ó destruye  la  vida  del  enfermo.  A los 
efectos  de  estas  toxinas  hay  que  agregar  los  de  la  auto-intoxi- 
cación, que  es  la  inevitable  consecuencia  de  todo  proceso  febril, 
supuesto  que  todo  aumento  de  combustiones  orgánicas  implica 
una  más  acelerada  desasimilación.  De  esto  se  desprende  que 
una  fiebre  amarilla  será  tanto  más  grave,  ó en  otros  términos, 
el  envenenamiento  será  mayor,  cnanto  más  crecida  sea  la 
cantidad  de  toxinas  microbianas  y mayor  sea  la  de  los  desechos 
orgánicos  acumulados  en  la  economía  del  enfermo.  Como 
quiera  que  el  organismo  se  defiende  siempre  de  los  tóxicos 
biológicos,  endógenos  y exógenos,  por  medio  de  los  emuncto- 
rios,  á una  mayor  y más  grave  intoxicación  corresponde,  en 
una  buena  defensa,  una  mayor  actividad  funcional  de  esos 
emunctorios.  Entre  estos  hay  que  descontar  la  piel  para  la 
defensa  vital,  pues  todos  sabemos  que  en  la  fiebre  amarilla 
no  se  presenta  la  menor  tendencia  á la  sudación,  por  lo  menos 
en  los  cinco  ó seis  primeros  días.  Tampoco  hay  que  .confiar 
en  la  función  renal,  toda  vez  que  la  enfermedad  propende  á 
cerrar  más  bien  que  abrir  esta  puerta  de  defensa.  Queda  sólo 
la  eliminación  intestinal  como  única  que  se  puede  utilizar 
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rápida  y poderosamente  para  dar  pronta  salida  á los  tóxicos 
biológicos  á medida  que  se  producen,  y si  esta  eliminación  se 
inicia  pronto  y se  sostiene  enérgica  y tenaz,  se  comprende  que 
mediante  ella  pueda  conseguirse  mantener  moderada  una 
intoxicación  que  de  otro  modo  crecería  progresivamente,  por 
sumarse  los  venenos  que  incesantemente  se  elaboran,  á los 
que  se  han  producido  en  los  días  y las  horas  precedentes.  Y 
es  esto  tanto  más  racional  para  la  fiebre  amarilla,  cuanto  la 
hiperf unción  de  la  glándula  hepática  nos  demuestra  que  ésta 
es  la  natural  defensa  á que  apela  el  organismo  en  la  lucha 
entablada  contra  el  agente  amarillo. 

En  consecuencia  con  lo  que  acabamos  de  exponer,  ini- 
ciamos nuestro  tratamiento  de  la  fiebre  amarilla,  siempre 
que  se  nos  presenta  un  caso  que  sea  sospechoso,  sin  aguar- 
dar á que  sobrevengan  los  síntomas  característicos,  porque 
de  otro  modo  correríamos  inminente  riesgo  de  iniciarlo  tar- 
díamente. Nos  basta  para  decidirnos  un  diagnóstico  que  por 
lo  prematuro  no  pasa  de  ser  una  simple  conjetura,  y á veces 
un  recelo  apenas  esbozado  de  que  tenemos  en  frente  al  ene- 
migo amarillo.  Bien  es  verdad  que  desde  las  primeras  horas, 
por  efecto  de  los  resultados  inmediatos  de  nuestra  interven- 
ción, se  afirma  en  nuestro  ánimo  el  diagnóstico  de  fiebre 
amarilla,  ó,  por  el  contrario,  se  desvanecen  nuestros  temores, 
sin  haber  irrogado  perjuicio  al  enfermo,  toda  vez  que  resulta 
siempre  beneficioso  restar  tóxicos  de  la  economía  en  todo 
proceso  febril. 

Hemos  observado  que  los  enfermos  de  fiebre  amarilla 
ofrecen  por  efecto  de  nuestro  tratamiento,  algunas  primeras 
cámaras  ventrales  de  un  mal  olor  muy  acentuado,  á las  que 
siguen  otras  inodoras  sumamente  biliosas  que,  al  pasar  por 
el  esfínter,  determinan  una  sensación  de  ardor  ó siquiera  de 
calor  muy  marcada,  y esas  cámaras  biliosas  persisten  siendo 
tales,  por  más  que  se  continúe  uno,  dos,  tres  ó más  días  soli- 
citándolas constantemente,  terminándose  el  proceso  con  una 
segunda  aparición  de  cámaras  ventrales  de  acentuado  mal 
olor.  Esto  nos  demuestra  que  la  fiebre  amarilla  es  una  ente- 
rosepsia  especial  que  provoca  en  el  organismo  la  defensa  por 
una  hiperfunción  hepática;  sin  que  por  ello  entendamos  que 
el  germen  amarillo  tenga  su  entrada  en  la  economía  por  el 
aparato  digestivo,  sino  más  bien  que  por  este  emunctario  tie- 
nen su  puerta  de  salida  los  productos  morbosos  de  la  infec- 
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ción  general.  Esta  manera  de  ofrecerse  los  desechos  ventra- 
les en  la  fiebre  amarilla,  solicitados  por  nuestro  tratamiento, 
nos  permite  diagnosticarla  casi  con  certeza,  mucho  antes  de 
presentarse  la  albúmina  en  la  orina,  si  es  que  ésta  aparece 
más  adelante,  cosa  que  sucede  en  pocos  casos,  cuando  aquel 
se  sostiene  con  energía  y tenacidad  y ha  sido  iniciado  en  las 
primeras  24  horas  de  la  invasión.  Resulta  de  lo  dicho  que, 
á la  vez  que  se  combate  á la  enfermedad,  exploramos  el  te- 
rreno para  averiguar  si  es  ó no  es  la  fiebre  amarilla  el  ene- 
migo anónimo  que  se  nos  presenta. 

Nuestra  primera  prescripción  consiste  en  la  administra- 
ción de  un  vomitivo  de  ipecacuana.  Propinamos  el  vomitivo 
no  sólo  para  desembarazar  el  estómago  de  su  contenido  siem- 
pre perjudicial  por  las  fermentaciones;  sino  también  para 
evitar  que  éste  sea  motivo  de  un  estado  levantizco  de  este 
órgano  y pueda  tolerar  en  lo  sucesivo  sin  sublevarse  la  me- 
dicación que  ha  de  seguir  después  de  la  emesis.  Una  ó dos 
horas  después  del  último  vómito  hacemos  ingerir  medio  gra- 
mo de  calomel  en  una  cápsula,  lo  que  se  repite  cada  media 
hora  hasta  tomar  dos  ó tres  gramos  para  un  adulto.  Trans- 
curridas tres  horas  después  de  la  última  cápsula,  propinamos 
al  enfermo  200  á 250  gramos  de  una  agua  mineral  purgante 
como  Loeches,  Carabaña,  Rubinat,  Humyadi-Janos,  ó bien 
de  la  siguiente  solución: 

Sulfato  de  sosa 100  gramos. 

Sulfato  de  magnesia 25  — 

Cloruro  de  sodio 10  — 

Bicarbonato  de  sosa 2 — 

Agua  potable 1000  — 

Esta  dosis  evacuante  se  repite  cada  tres  horas  y en  cier- 
tos casos,  cuando  cruza  con  rapidez  el  píloro,  Cada  dos  horas, 
aconsejando  al  enfermo  que  ingiera  abundante  cantidad  de 
agua,  absteniéndose  de  ella  en  la  media  hora  que  precede  á 
cada  toma  dialítica,  con  el  fin  de  que  ésta  no  se  vomite  por 
plenitud  del  estómago.  Promovidas  las  deposiciones  ventra- 
les, si  éstas  ofrecen  los  caracteres  que  antes  hemos  precisado, 
tenemos  este  nuevo  dato  que  refuerza  nuestras  primeras  sos- 
pechas, y en  consecuencia,  persistimos  en  hacer  tomar  la 
misma  dosis  dialítica  cada  tres,  y en  caso  de  tolerancia  cada 
dos  horas,  sin  interrupción  día  y noche,  ni  otra  tregua  que 
la  que  determine  el  sueño,  si  lo  concilia  el  enfermo,  en  cuyo 
caso  se  espera  á que  despierte  para  continuar  tenaz  y vigoro- 


so  el  mismo  tratamiento.  Entre  una  y otra  toma  dialítica 
propinamos  algunas  veces  una  cápsula  con  medio  gramo  de 
bicarbonato  de  sosa,  ó 0’2 o centigramos  de  benzonaftol;  pero 
con  frecuencia  prescindimos  de  ambos  medicamentos,  porque 
á uno  y á otro  concedemos  escasa  ó ninguna  importancia. 

No  todos  los  amarillos  responden  de  igual  manera  á este 
tratamiento.  En  el  mayor  número  de  los  enfermos  se  obtie- 
nen abundantes  deposiciones  biliosas  que  benignizan  rápida 
y sucesivamente  la  enfermedad  y la  terminan  pronta  y favo- 
rablemente, sin  ofrecer  en  muchos  casos  albúmina  la  orina, 
y en  otros  ligeros  vestigios,  pero  demostrándose  más  tarde  la 
certeza  del  diagnóstico  con  la  lentitud  del  pulso  al  cuarto  ó 
quinto  día,  y el  matiz  más  ó menos  amarillento  de  la  piel 
con  que  justifica  su  nombre  esta  pirexia. 

Varios  enfermos  de  fiebre  amarilla  de  curso  benigno  tra- 
tados por  nosotros,  han  sido  observados  por  nuestros  amigos 
los  Dres.  Calvo,  Candela,  y Pérez  Piquero,  y por  su  parte  el 
amigo  de  siempre,  Dr.  Coronado,  ha  tenido  ocasión  de  com- 
probar en  su  clientela  un  buen  número  de  casos  de  curso  be- 
nigno siguiendo  el  mismo  tratamiento  que  hemos  esplanado. 
A su  vez  el  Dr.  Pórtela  con  una  más  dilatada  práctica  profe- 
sional en  esta  ciudad  que  nosotros,  ha  seguido  un  procedi- 
miento que  no  difiere  en  lo  principal  de  nuestro  tratamiento, 
obteniendo  un  éxito  que  sorprende  por  lo  brillante  del  resul- 
tado, conforme  lo  expondrá  á continuación  de  este  trabajo. 

Algunos  enfermos  menos  afortunados  obtienen  con  nues- 
tro tratamiento  una  marcha  menos  ventajosa:  sus  deposicio- 
nes, que  pueden  ser  numerosas,  son  de  pequeño  volumen  y 
no  desembarazan  al  intestino  de  su  contenido;  el  vientre  se 
mantiene  constantemente  ocupado,  con  macidez  al  nivel  del 
ciego,  colon  ascendente  y descendente;  ofrecen  además  cierta 
lentitud  á franquear  el  píloro  las  tomas  dialíticas,  lo  cual 
obliga  á disminuir  las  dosis,  ó propinarlas  cada  cuatro  horas 
para  evitar  que  se  vomiten,  ó bien  se  impone  la  necesidad  de 
sustituirlas,  por  efecto  de  la  repulsión  excesiva  con  que  son 
ingeridas,  por  limonadas  de  citrato  de  magnesia,  polvos  de 
Setlitz,  ó lechadas  de  magnesia  calcinada.  En  tales  casos  el 
enfermo  elimina  escasa  y difícilmente  sus  venenos,  y como 
quiera  que  nos  proponemos  evitar  en  lo  posible  la  hiper- 
toxhemia  que  sobrevendría  como  la  consecuencia  lógica  de  una 
eliminación  insuficiente,  entendemos  que  son  oportunos  to- 
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dos  aquellos  recursos  que  realicen  la  desocupación  de  un  in- 
testino demasiado  remiso  á la  acción  de  los  dialíticos.  En  tal 
circunstancia  empleamos  el  calomel  á dosis  masivas,  asocia- 
do ó no  á la  jalapa  y á la  escamonea,  ó bien  á los  dos  últimos 
sin  el  primero  de  estos  medicamentos,  después  de  lo  cual  en- 
sayamos de  nuevo  la  medicación  dialítica  que  con  frecuencia 
resulta  más  eficaz  que  en  las  horas  precedentes.  Al  mismo 
tiempo,  para  reforzar  las  garantías  del  éxito,  empleamos, 
siempre  que  nos  sea  posible,  profusos  lavados  intestinales, 
con  ó sin  tubage  rectal,  de  10  á 20  ó más  litros  de  una  solu- 
ción tibia  de  5 á 10  gramos  de  cloruro  de  sodio  por  mil  de 
agua.  Estos  lavados,  inspiración  feliz  que  se  nos  ocurrió  ha- 
ce ocho  años  para  salvar  la  vida  de  un  hijo  en  gravísimo 
riesgo  comprometida,  los  consideramos  de  gran  eficacia  en  la 
fiebre  amarilla';  pues  tienen,  á la  vez  que  la  acción  elimina- 
dora intestinal,  la  de  moderar  la  fiebre  por  restarle  al  orga- 
nismo calorías,  como  las  restan  los  baños  generales,  en  la 
proporción  inversa  de  la  temperatura  de  la  solución  clorura- 
da, y la  mucho  más  importante  ventaja  de  acrecentar  el  cau- 
dal de  la  orina  por  absorción  de  una  parte  de  aquélla,  que  se 
elimina  luego  por  el  riñón,  efectuándose  una  especie  de  lixi- 
viación de  la  sangre  á través  de  este  filtro  orgánico,  desobs- 
truyéndolo y quedando  en  consecuencia  más  expedito  su  fun- 
cionalismo, de  tan  capital  importancia  para  la  defensa  del 
enfermo. 

Según  sea  mayor  ó menor  la  gravedad  del  caso,  y más  ó 
menos  acentuada  la  deficiencia  de  la  medicación  para  conse- 
guir nuestra  finalidad,  que  consiste  en  desocupar  constante- 
mente el  intestino  de  su  contenido  á todo  trance,  repetimos 
los  lavados  más  ó menos  número  de  veces  en  las  24  horas. 

El  rigor  y la  tenacidad  del  tratamiento  lo  seguimos  du- 
rante cuatro,  cinco,  seis  ó más  días,  hasta  que  el  pulso,  la 
lengua,  la  fiebre  descendida,  el  sueño,  la  piel  sudorosa,  la 
cantidad  de  orina,  etc.,  demuestren  que  la  enfermedad  ha  be- 
nignizado  muy  marcadamente,  en  cuyo  caso  retardamos  las 
tomas  evacuantes,  y más  luego  alternamos  dos  ó tres  de  es- 
tas tomas  consecutivas  con  otras  tantas  de  caldo  ó leche,  sin 
suspender  por  completo  la  medicación  dialítica  hasta  haber 
transcurrido  varios  días  de  franca  convalecencia.  Procede- 
mos de  este  modo,  porque  creemos  que  el  convaleciente  no 
deja  de  retener  en  su  organismo  toxinas  amarillas  bien  ó 


mal  toleradas,  que  explican  las  reliquias  que  por  más  ó me- 
nos tiempo  experimentan  una  buena  parte  de  los  curados. 
Con  la  precaución  de  administrar  durante  algunos  días  de 
convalecencia  una  ó dos  tomas  dialíticas  cada  mañana,  evi- 
tamos este  no  despreciable  escollo,  consiguiendo  además  una 
más  rápida  reposición  de  fuerzas  y de  peso.  No  sin  motivo 
dijo  nuestro  maestro  Letamendi,  que  no  es  tónico  sino  lo  que 
en  cada  caso  cura. 

Respecto  á la  alimentación  del  enfermo,  entendemos  que 
le  perjudica  por  muy  ligera  que  ella  sea,  mientras  no  haya 
mejorado  marcadamente  el  estado  del  paciente,  lo  cual  suce- 
de el  5?  ó 69  día  en  los  casos  más  benignos  y del  79  día  en 
adelante,  en  los  más  graves.  Uno  de  los  síntomas  que  mejor 
caracterizan  la  tendencia  á la  curación,  es  la  cifra  más  eleva- 
da de  la  orina  emitida  en  las  24  horas,  que  de  600  á 800  gra- 
mos se  eleva  á 1,200,  1,500  y 2,000  gramos;  sobre  todo,  si 
esta  elevación  coincide  con  algunas  horas  de  sueño,  el  vien- 
tre desocupado  y flácido,  y una  más  ó menos  acentuada  suda- 
ción. En  tal  circunstancia,  es  cuando  se  alternan  algunas 
horas  de  alimentación  por  el  caldo  y la  leche,  con  algunas 
otras  horas  de  medicación  dialítica,  no  apelando  á ésta  mien- 
tras dure  la  sudación  de  la  piel,  con  el  fin  de  no  perturbarla. 

El  tratamiento  que  acabamos  de  exponer,  no  pretende- 
mos adaptarlo  exacta  y rigurosamente  á todos  los  casos,  toda 
vez  que  sería  insensato  encerrar  dentro  de  rígidos  moldes  las 
innumerables  modalidades  que  en  ésta,  como  en  todas  las  en- 
fermedades febriles,  imprimen  las  variadísimas  condiciones 
del  individuo,  del  medio  y del  agente  morboso,  modalidades 
que  revisten  de  un  sello  eminentemente  personal  á cada  caso 
y que  obligan  al  clínico  á modificar  su  intervención,  adaptán- 
dola á las  exigencias  distintas  de  situaciones  diferentes. 
Cuanto  hemos  dicho  respecto  de  nuestro  tratamiento,  debe  ser 
considerado  á manera  de  un  diseño  general,  susceptible  de 
modificación  en  los  agentes  terapéuticos  que  se  elijan,  en  las 
dosis  y en  los  intervalos  de  tiempo,  según  lo  requiera  la  dife- 
rencia de  los  casos;  pero  resaltando  siempre  el  propósito  de 
mantener  constantemente  desocupado  el  intestino  de  su  con- 
tenido, incesantemente  renovado,  hasta  la  terminación  de  la 
enfermedad,  mediante  una  medicación  dialítica  suficientemente 
enérgica  y tenaz,  y cuando  esta  mediación  no  realiza  bien 
nuestros  empeños,  hemos  de  procurar  hacerlos  efectivos  me- 
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diante  otros  evacuantes  no  dialíticos  y los  lavados  intestinales 
más  ó menos  profusos  y repetidos.  Lo  importante  para  nosotros 
es  evitar  la  liipertoxemia  por  acumulación  de  los  venenos 
biológicos  en  el  sujeto  invadido,  de  lo  cual  surge  la  indicación 
capital  y aplicable  en  todos  los  casos  de  precaver  esta  acumula- 
ción, sustrayendo  al  organismo  lo  más  pronto  que  sea  posible, 
y en  la  cantidad  mayor  que  sea  dable,  estos  tóxicos  tan  temi- 
bles, poniendo  en  juego  el  principal,  si  no  es  el  único,  emunc- 
torio  de  que  podemos  valernos  para  estos  fines. 

Pero  de  que  ésta  resalte  como  principal  indicación,  no 
queremos  decir  que  á ella  hemos  de  fiarlo  todo  en  todos  los 
casos,  que  bien  se  nos  alcanza  que  en  ciertas  circunstancias 
pueden  prestar  excelentes  servicios  otra  clase  de  recursos.  Uno 
de  estos  sería  la  inyección  de  suero  artificial  que  nuestro 
amigo  el  Dr.  Calvo  ha  sido  el  primero,  entre  nosotros,  en 
aplicarlo  á las  enfermedades  febriles,  con  el  fin  de  levantar  un 
pulso  que  languidece  y activar  el  funcionalismo  de  un  riñón 
demasiado  remiso.  Otro  recurso  serían  los  baños  generales 
de  30°  á 32°  cuando  se  exagera  la  hipertermia,  y si  hemos  de 
juzgar  por  lo  que  hemos  visto  en  otras  enfermedades  febriles 
de  nuestro  clima,  puede  ser  un  precioso  recurso  la  sábana 
mojada  de  Piernitz,  con  el  fin  de  provocar  una  sudación  crítica 
en  los  casos  en  que  se  inicia  sin  desplegarse  expontáneamente. 
A parte  de  estas  prácticas,  hay  que  llenar  también  algunas 
veces  ciertas  indicaciones  sintomáticas,  que  holgaría  precisar, 
que  las  impone  el  aforismo  ocasio  proeceps . 

No  pretendemos  haber  sometido  á la  consideración  del 
Congreso  un  plan  de  tratamiento  de  una  eficacia  tan  brillante 
como  nosotros  desearíamos,  pues  por  muy  reducida  que  sea 
la  cifra  de  la  mortalidad  que  arroje,  siempre  resultará  exce- 
siva, mientras  no  baje  á cero;  pero  sí  creemos  firmemente, 
que  hasta  tanto  que  dispongamos  de  un  suero  inmunizante  y 
curativo  el  procedimiento  que  nosotros  empleamos,  susceptible 
de  perfección  como  todo  lo  humano,  ofrecerá  siempre  una 
estadística  mucho  más  favorable  que  cualquiera  otro  de  los 
conocidos  en  el  día;  sin  ocultársenos  que  sobrevienen  casos  y 
epidemias  de  tan  extremada  virulencia,  en  que  los  fracasos 
pueden  ser  frecuentes.  A este  propósito  citaremos  una  epide- 
mia que  en  1893  se  cebó  sobre  los  pueblos  colindantes  de 
San  Juan  y Martínez  y Guanes.  En  esta  epidemia  según  nos 
ha  informado  el  Dr.  Garrido,  fueron  invadidos  86  casos  en  el 


primero  y 57  en  el  segundo  de  estos  pueblos,  habiendo  falle- 
cido todos  ellos,  sin  salvarse  uno  solo  de  los  que  fueron  ataca- 
dos. No  sabemos  como  fueron  tratados  los  enfermos  de  esta 
epidemia,  pero  creemos  que  ante  una  virulencia  tan  extre- 
mada, si  se  iniciara  nuestro  tratamiento  en  las  primeras  horas, 
y si  conforme  lo  reclama  tan  excepcional  gravedad,  se  sostuvie- 
se con  vigor  y tenacidad  desusados,  propinando  los  evacuantes 
una  toma  tras  otra  toma,  sin  parar  mientes  en  las  cantidades, 
atacando  impetuosamente , como  dice  nuestro  buen  amigo  el 
Dr.  Candela,  se  salvarían  muchas  vidas,  que  de  otro  modo  se 
perderían  irremisiblemente. 

Antes  de  terminar  este  trabajo,  hemos  de  manifestar  que 
llevados  por  consideraciones  patogénicas  análogas  y por  nu- 
merosos hechos  de  observación,  hace  más  de  veinte  años  que 
tratamos  las  fiebres  continuas  graves,  conocidas  con  los  vagos 
nombres  de  fiebres  biliosas  y tifo-malarias,  por  el  plan  eva- 
cuante dialítico  que  hemos  esplanado  en  este  trabajo,  y hemos 
de  agregar  que,  á medida  que  más  encanecemos  en  la  práctica 
profesional,  más  convencidos  estamos  de  que  esta  es  la  medi- 
cación de  eficacia  más  positiva  en  las  enfermedades  febriles 
propias  de  los  climas  tropicales. 

Concretándonos  á la  fiebre  amarilla,  consignaremos  como 
conclusión,  que  esta  enfermedad  será  casi  siempre  benigna 
cuando  se  consigue,  dentro  de  las  sesenta  primeras  horas, 
abundantes  deposiciones  ventrales,  suficientes  para  lograr  una 
marcada  depleción  intestinal;  mientras  que  en  los  casos  que 
por  iniciarse  el  tratamiento  demasiado  tarde,  ó por  no  obtener 
tan  buenos  resultados  de  la  medicación,  sea  por  su  deficiencia, 
por  paresia  intestinal,  por  contracción  de  las  fibras  circulares 
del  colon  y recto  que  cierran  ó reducen  su  luz,  ó por  otros 
motivos,  transcurren  esas  sesenta  primeras  horas  sin  haber 
conseguido  más  que  pequeñas  deposiciones,  y en  consecuencia, 
se  halla  ocupado  el  intestino  por  los  productos  morbosos  de  la 
infección,  serán  casos  de  suficiente  gravedad  para  inspirar 
recelos  la  vida  del  enfermo. 

De  lo  cual  se  deduce,  que  á todos  los  no  inmunes,  se  les 
debe  recomendar,  con  gran  empeño,  que  llamen  al  médico,  sin 
pérdida  de  tiempo,  tan  pronto  se  sientan  invadidos  por  una 
fiebre,  con  el  fin  de  aprovechar  las  preciosas  primeras  horas 
para  ser  tratados  con  mejores  garantías  de  éxito,  en  el  caso 
de  ser  la  fiebre  amarilla. 


TRATAMIENTO  DE  LA  FIEBRE  AMARILLA 


POR  EL 

D"R.  FRANeiSeO  PORTELA 

(HABANA,  CUBA.) 


SEGUNDA  PARTE 

A solicitud  de  mi  amigo  el  Dr.  Vila,  vengo  á este  Con- 
greso para  exponer  á la  consideración  de  mis  distinguidos 
compañeros  de  profesión,  el  resultado  de  mi  experiencia  de 
diez  y ocho  años  en  el  tratamiento  de  la  fiebre  amarilla,  de  esa 
terrorífica  pirexia  tropical  que  es  el  peor  enemigo  de  nuestro 
progreso,  y cuyo  estudio,  por  más  que  nos  interese  en  mayor 
grado  que  cualquiera  otro,  sigue  siendo  hasta  ahora  casi  tan 
infructuoso  como  á mediados  del  pasado  siglo,  á pesar  de  las 
gloriosas  conquistas  de  la  ciencia  médica  contemporánea  y de 
la  constancia  y entusiasmo  con  que  lo  prosiguen  los  más 
ilustres  bacteriólogos  y los  clínicos  más  sagaces. 

Yo  soy,  sin  embargo,  de  los  creyentes  más  optimistas  y, 
también  como  mi  ilustrado  profesor,  espero,  ansioso,  sí,  pero 
con  toda  la  fe  de  un  sectario,  el  dichoso  momento  de  ver  des- 
pejada la  terrible  incógnita. 

Mientras  tanto,  durante  los  diez  y ocho  años  de  mí  prác- 
tica médica  en  esta  Isla,  he  tenido  que  luchar  cada  año  contra 
el  terrible  mal  y al  tratar  de  oponerle  siempre  los  tratamientos 
que  me  han  parecido  más  racionales,  he  obtenido  resultados 
muy  distintos,  que  me  permiten  afirmar  la  eficacia  de  uno  de 
ellos,  comprobada  durante  doce  años.  Con  ese  tratamiento,  yo 
debo  declararlo  honradamente,  por  más  que  la  afirmación 
parezca  atrevida,  creo  que  la  fiebre  amarilla  se  cura  siempre, 
cuando  los  enfermos  son  atendidos  desde  el  primero  ó segundo 
día  de  la  invasión. 
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No  he  de  perder  un  minuto  de  tiempo,  para  nosotros  tan 
precioso  hoy,  en  enumerar  los  distintos  tratamientos  que 
empleé  antes  de  1889  y otros  que  he  visto  emplear  después 
con  poco  ó ningún  éxito.  En  aquella  fecha  el  Dr.  Stenberg 
publicó  aquí,  ó en  su  nombre  lo  hizo  otro  compañero,  el  resul- 
tado de  sus  investigaciones  en  una  serie  de  enfermos  de  fiebre 
amarilla  observados  y tratados  por  él  en  un  hospital  de  esta 
ciudad.  Nosotros  creíamos  entonces  como  él,  que  su  plan 
modificaba  favorablemente  el  curso  de  la  enfermedad  de  un 
modo  más  cierto  y comprensible  que  todos  los  otros  que  se 
habían  experimentado.  La  base  de  este  plan,  como  todos 
saben,  descansaba  en  la  hipótesis  de  que  el  veneno  amarillo 
se  desarrolla  mal  en  un  medio  alcalino,  y consecuentemente 
era  aconsejada  la  solución  á que  dimos  su  nombre,  así  com- 
puesta: Bicarbonato  de  sosa,  16  gramos,  Bicloruro  de  mercurio, 
2 centigramos,  disueltos  en  un  litro  de  agua  destilada;  de  cuya 
solución  se  administraban  al  enfermo  cada  hora  45  gramos, 
durante  todo  el  curso  de  la  enfermedad. 

En  ese  año  se  desarrolló  una  epidemia  mortífera  en  la 
villa  de  Guanajay,  donde  yo  ejercía,  y en  los  pueblos  inmedia- 
tos del  Caimito,  Seiba  del  Agua,  Banes,  Mariel,  Quiebra 
Hacha  y Artemisa. 

Era  la  epidemia  de  tal  gravedad,  que  yo  no  supe  de 
ningún  enfermo  atacado  que  se  salvara,  y recuerdo  que  un 
compañero,  desesperado  de  ver  morir  todos  sus  enfermos,  me 
dijo  que  estaba  avergonzado  profesionalmente  y qne  iba  á 
retirarse  de  allí  para  escapar  al  sufrimiento  qne  le  producía 
el  no  poder  ser  útil  á nuestros  convecinos  en  aquel  campo  de 
desolación.  La  enfermedad  atacaba  de  preferencia  á los  extran- 
jeros y á los  niños,  pero  no  respetaba  á los  nativos  blancos 
aclimatados,  tanto  en  la  población  como  en  el  campo.  Los  pri- 
meros invadidos  fueron  los  soldados  españoles  de  un  batallón 
de  Ingenieros  allí  destacado;  después  los  individuos  de  la 
Guardia  Civil  y de  seguida  el  resto  de  la  población  de  la  villa 
y el  campo,  hasta  los  pueblos  inmediatos.  Tanto  yo  como 
mis  compañeros,  empleamos  el  plan  que  al  Dr.  Stenberg  le 
había  dado  en  esta  ciudad  un  resultado  relativamente  satis- 
factorio, obteniendo  tan  sólo  algún  cambio  favorable  en  el 
curso  de  la  enfermedad,  que  por  lo  demás  continuaba  termi- 
nando fatalmente  en  casi  todos  los  casos.  Entre  las  modifica- 
ciones que  creimos  verse  producir  con  ese  tratamiento,  debo 
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citar:  la  menor  tendencia  al  vómito  y el  indudable  beneficio  de 
mantener  bien  la  diuresis. 

Por  mi  antiguo  condiscípulo  y amigo  el  digno  é ilustrado 
Secretario  de  este  Congreso,  Dr.  Tomás  V.  Coronado,  yo 
conocía  el  plan  con  que  trataba  á sus  enfermos  de  fiebre  biliosa 
palúdica  y fiebre  tifo-malárica  nuestro  compañero,  tan  mo- 
desto como  distinguido  y estudioso,  el  Dr.  José  Vila,  que 
residía  en  el  pueblo  de  Cabañas,  á 21  millas  distante  de  Gua- 
najay.  Yo  me  había  decidido  desde  algunos  años  antes  á tratar 
aquellas  enfermedades  por  ese  plan,  que  su  autor  acaba  de 
exponer  aquí  tan  brillantemente  y siempre  tuve  que  felicitarme 
de  haberlo  adoptado,  comprobando  su  excelencia  en  varias 
epidemias  de  dichas  pirexias  que  asistí  en  aquella  población. 

Fue,  pues,  lógico  y natural  que  se  me  ocurriera  la  idea 
de  tratar  por  ese  método  los  enfermos  de  fiebre  amarilla,  siendo 
el  primer  caso  tratado  un  hijo  mío  de  cuatro  años  de  edad. 
Este,  que  se  salvó,  había  sido  contagiado  por  su  hermanita  de 
dos  años  que  murió  tratada  por  el  mismo  plan  que  los  enfer- 
mos del  Dr.  Stenberg.  Ya  he  dicho  que  me  parecía  beneficioso 
el  uso  de  la  solución  alcalina,  aconsejada  por  este  ilustre 
Profesor  y por  eso  yo  seguí  y he  seguido  siempre  usándola; 
pero  asociada  al  tratamiento  evacuante  ó dialítico,  como  le 
llama  su  autor  el  Dr.  Vila. 

Yo  lo  he  seguido  de  un  modo,  por  decirlo  así,  sistemático 
en  todos  los  enfermos  de  fiebre  amarilla  que  he  tratado  desde 
aquella  fecha  en  la  forma  siguiente:  Siempre  que  he  atendido 
al  enfermo  antes  de  terminar  el  segundo  día  de  invasión,  le 
he  dado  primero  un  vomitivo  de  ipecacuana  á las  dosis  desde 
uno  á tres  gramos,  seguido  de  copiosa  ingestión  de  agua  bicar- 
bonatada  hasta  la  cantidad  de  diez  ó doce  litros,  con  lo  que, 
como  afirma  el  Dr.  Vila,  he  visto  siempre  que  el  enfermo 
tolera  bien  después  los  medicamentos  que  se  le  den;  dos  horas 
después  de  haber  terminado  el  efecto  del  emético,  he  dado  el 
calomel  á la  dosis  de  dos  ó tres  gramos  para  los  adultos  y de 
cincuenta  centigramos  á un  gramo  para  los  niños,  tomados  de 
una  vez,  ó en  dos  veces  con  media  hora  de  intervalo.  Pasadas 
tres  horas  de  haberle  dado  al  enfermo  el  calomel,  les  he  dado 
invariablemente,  de  día  y de  noche,  un  purgante  de  citrato  de 
magnesia  cada  tres  horas.  Desde  el  principio,  empezando 
media  hora  después  del  efecto  del  vomitivo,  les  he  hecho 
tomar,  también  de  día  y de  noche,  cada  hora  cuarenta  y cinco 
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gramos  de  la  solución  de  Stenberg.  Tanto  esta  solución  como 
los  purgantes  se  los  he  dado  lo  más  fríos  posible,  usando  para 
ello  el  hielo  á larga  mano.  A más  de  esto,  siempre  les  he 
insistido  para  que  tomen  grandes  vasos  de  agua  con  hielo. 
Desde  el  principio  y hasta  un  día  después  de  estar  completa- 
mente apirético  el  enfermo,  he  persistido  usando  esta  medica- 
ción y manteniéndolo  á esa  dieta  hídrica  absoluta. 

Cuando  al  empezar  el  segundo  período,  reaparece  la  fiebre 
intensa  ó la  remisión  ha  sido  poca,  he  repetido  la  dosis  de 
calomel  usada  el  primer  día  de  tratamiento  y continuado  des- 
pués, en  la  misma  forma  que  para  el  primer  período,  con  los 
purgantes  y la  solución  alcalina.  Pasadas  las  veinte  y cuatro 
horas  de  apirexia  completa,  he  suspendido  del  todo  la  medica- 
ción y empezado  á darle  á los  enfermos  leche  y vino  de  Jerez, 
durante  dos  días,  para  después  lenta  y gradualmente,  aumen- 
tar la  alimentación  hasta  la  normal.  Nunca  he  visto  la  nece- 
sidad de  darles  tónicos  durante  la  enfermedad,  ni  de  suspender 
la  medicación  por  debilitarse  el  enfermo,  ni  de  emplear  baños, 
inyecciones  ni  ningún  otro  medio  de  tratamiento,  y me  he  li- 
mitado en  absoluto  á los  que  acabo  de  enumerar. 

Este  es,  rápidamente  descrito,  el  tratamiento  que  he  usado 
desde  el  año  1889  y desde  el  mismo  momento  en  que  empecé 
á usarlo  hasta  esta  fecha,  principiando  por  mi  hijo,  que  se 
salvó,  hasta  terminar  con  los  enfermos  que  he  asistido  este 
año,  yo  no  he  visto  morir  á un  solo  enfermo  de  fiebre  amarilla 
así  asistido  desde  antes  de  terminar  el  segundo  día  de  su 
invasión.  Y á más  de  los  enfermos  de  aquella  epidemia  de  1889, 
tan  grave,  he  asistido  y visto  asistir  de  ese  modo  más  de 
ciento  cincuenta  enfermos,  tanto  en  Guanajay  y los  pueblos 
que  lo  rodean,  como  aquí  en  la  Habana,  donde  he  residido  los 
últimos  diez  años. 

Conservo  en  mi  poder  muchas  hojas  clínicas,  que  pongo 
á la  disposición  de  mis  compañeros,  las  que  me  abstengo  de 
incluir  en  este  trabajo  para  no  hacerlo  demasiado  largo  y por 
creerlo  innecesario.  Refiriéndome  á ellas  sólo  debo  decir:  que 
en  la  inmensa  mayoría  de  los  casos  he  visto  dominada  la  enfer- 
medad antes  ó al  principio  del  segundo  período;  que  los  enfer- 
mos generalmente  ni  tienen  vómitos,  aliviándose  en  ellos  el 
dolor  epigástrico  y de  la  región  lumbar;  que  casi  nunca  he 
visto  pasar  de  vestigios  la  pérdida  de  albúmina,  ni  durar  más  de 
dos  ó tres  días;  que  de  un  modo  constante  también,  he  visto 
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la  diuresis  mantenerse  en  buen  estado,  fluctuando  la  can- 
tidad de  orina  expelida  en  veinte  y cuatro  horas,  entre 
setecientos  cincuenta  gramos  y dos  litros;  que  por  excepción 
he  visto  presentarse  hemorragias;  que  siempre  el  íctero,  ini- 
ciado del  segundo  al  tercero  ó cuarto  día,  ha  sido  de  poca 
intensidad  y ha  desaparecido  antes  de  la  tercera  semana;  y, 
por  último,  que  los  enfermos  invadidos  de  ese  terrible  mal,  que 
aleja  de  nuestra  Isla  la  valiosa  inmigración  blanca  que  con 
tanto  anhelo  solicitamos,  cuando  han  sido  así  tratados,  no 
parecían  siquiera  enfermos  del  vómito  negro.  Tal  es  la  favo- 
rable diferencia  y tan  grande  la  benignización  de  esa  enfer- 
medad que  se  alcanza  con  este  tratamieuto. 

No  quiero  hacer  consideraciones  doctrinales;  pero  no 
puedo  menos  de  llamar  la  atención  hacia  el  hecho  de  que  el 
tratamiento  expuesto  evita  la  uremia,  que  es  la  causa  más 
común  de  muerte  en  la  fiebre  amarilla. 

Y me  explico  que  se  evite  la  uremia,  evitando  la  nefritis 
aguda  de  que  aquélla  es  consecuencia,  al  sustraerse  del  orga- 
nismo por  la  vía  más  grande  de  eliminación  del  canal  intes- 
tinal, las  toxinas  que  habrían  de  eliminarse  en  parte  por  el 
riñón  y que  habrían  de  infectarlo,  produciendo  aquella  terrible 
complicación  que  casi  siempre  se  presenta  en  el  tifus  icteroides. 

Son  muchos  los  compañeros  que  han  tratado  así  á sus 
enfermos  y muchos  también  los  que  han  sido  testigos  de  los 
casos  tratados  por  mí.  Recuerdo,  entre  otros,  á los  Dres.  Iduate 
y Castro,  que  en  el  Caimito  vieron  en  el  año  1889  salvarse 
nueve  enfermos,  después  de  haber  visto  fallecer  otros  diez  que 
habían  sido  atendidos  de  otro  modo.  El  Dr.  Creci,  que  reside 
hoy  en  el  Cerro,  también  en  aquel  año  de  1889,  vio  salvarse 
los  enfermos  de  Seiba  del  Agua  así  tratados,  y desde  entonces 
él  los  atiende  en  igual  forma.  Los  Dres.  Castillo  y Galainena, 
en  Guanajay,  usan  con  igual  éxito  el  tratamiento  desde  la 
misma  fecha. 

Entre  las  epidemias  que  he  asistido  aquí  en  la  Habana, 
recuerdo  la  de  1893,  en  la  que  asistí  á diez  y nueve  mujeres 
extranjeras  en  la  última  cuadra  de  la  calle  de  Obrapía,  las 
que  se  curaron  todas.  Otra  mujer  en  la  misma  cuadra,  tratada 
por  un  compañero  de  distinta  manera,  falleció;  y otra  más  que 
yo  traté  desde  el  cuarto  día,  habiéndola  asistido  desde  el  prin- 
cipio otro  comprofesor  con  distinto  plan,  se  curó  al  undécimo 
día,  después  de  haber  tenido  hemorragias  múltiples,  disminu- 
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ción  hasta  200  gramos  de  la  cantidad  de  orina  y albuminuria 
al  2 p.  1.000  é íctero  persistente  durante  cuatro  semanas.  Esas 
veinte  y una  enfermas  fueron  todas  las  atacadas  en  el  foco 
localizado  en  aquella  cuadra. 

En  los  últimos  cuatro  años  el  Dr.  Vila  ha  residido  en 
esta  ciudad  y,  como  ya  lo  ha  dicho  aquí,  ha  tenido  oportuni- 
dad de  emplear  su  “método  dialítico”  en  muchos  enfermos  de 
fiebre  amarilla  que  ha  atendido,  obteniendo  el  más  brillante 
éxito.  Su  compañero  de  siempre  y antiguo  convencido  de  la 
eficacia  del  método,  mi  amigo  el  Dr.  Coronado,  lo  ha  empleado 
también  durante  los  mismos  cuatro  años,  con  el  mismo  resul- 
tado. Ya  nos  ha  dicho  el  Dr.  Vila,  que  los  Dres.  Candela, 
Calvo,  Pérez  Piquero  y algunos  otros  son  sus  partidarios  deci- 
didos, después  de  haberlo  comprobado  en  igual  lapso  de 
tiempo.  Tanto  el  Dr.  Vila  como  estos  distinguidos  compañeros 
han  usado  el  plan  evacuante  solamente,  tal  como  él  acaba  de 
describirlo  y no  han  dado  á sus  enfermos  la  solución  alcalina 
que  yo  he  dado  á los  míos,  siendo,  no  obstante,  igual  el  éxito 
obtenido.  Es,  pues,  de  deducirse  lógicamente  que  este  éxito, 
en  mis  casos  como  en  los  de  éllos,  es  debido  ciertamente  al 
“plan  evacuante”  ó “método  dialítico,”  preconizado  por  el 
Dr.  Vila  desde  hace  más  de  veinte  años  para  tratar  las  fiebres 
biliosa,  palúdica  y tifo-malárica. 

Y concluyo  recomendando  el  tratamiento  expuesto  á la 
consideración  de  mis  compañeros,  para  que  lo  experimenten  y 
juzguen,  hasta  que  dispongamos  de  un  suero  inmunizante  y 
curativo,  como  todos  esperamos  con  la  fe  debida  á nuestra 
noble  y querida  profesión.  Pero  al  hacerlo,  me  permito  también 
insistir  en  la  recomendación  que  hace  el  Dr.  Vila  sobre  la 
conveniencia  de  dar  á conocer  al  público  por  todos  los  medios 
posibles  la  notable  diferencia  que  existe  entre  someterse  al 
plan  desde  el  primer  día  de  enfermedad,  casi  con  certidumbre 
de  curarse,  ó empezar  á usarlo  cuando  aquélla  ha  avanzado  en 
su  evolución,  con  fundados  temores  de  una  terminación 
funesta. 
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The  value  of  the  hydriatic  method  in  the  treatment  ot  typhoid  fever  is  no 
longer  a matter  of  discussion  with  scientific  physicians.  Brand,  Eiebermeister, 
Ziemssen,  Bouchard,  and  a host  of  other  able  champions  of  this  method  have  so 
ably  presented  its  merits,  and  statistics  gathered  in  American  as  well  as  European 
hospitals  have  so  invariably  shown  the  enormous  superiority  of  the  hydriatic 
method  over  either  the  expectorant  method  or  the  use  of  medicinal  antipyretics 
that  there  is  no  longer  any  room  for  question  that  water,  though  the  simplest  and 
most  readily  accessable  of  all  therapeutic  agents  is  at  the  same  time  the  most 
potent  of  all  life-saving  measures  which  can  be  employed  in  the  treatment  of  this 
exceedingly  common  and  much  dreaded  disorder.  The  great  success  achieved  in 
the  treatment  of  typhoid  fever  is  leading  to  the  gradual  extension  of  the  hydriatic 
method  in  the  treatment  of  other  acute  infectious  febrile  diseases.  Baruch  in  this 
country  and  a host  of  observers  in  Europe  have  shown  the  enormous  reduction  of 
• mortality  which  may  be  achieved  by  the  use  of  water  by  systematic  and  scientific 
methods  in  this  disease.  Cleinow  has  recently  applied  the  hydriatic  method  in  the 
treatment  of  the  Plague  in  the  hospitals  in  Bombay  and  with  greater  success  than 
has  been  achieved  by  any  other  method. 

Twenty-five  years  ago,  when  the  writer  reported  before  his  County  Medical 
Society  a series  of  thirty-five  consecutive  cases  of  severe  typhoid  fever  treated  by 
the  hydriatic  method  without  a single  death,  much  incredulity  was  manifested  by 
his  colleagues,  and  the  idea  was  quite  generally  expressed  that  there  must  have 
been  a great  mistake  in  diagnosis.  The  prejudice  has  gradually  melted  away,  and 
at  the  present  time  many  practitioners  are  making  great  use  of  water  in  the  treat- 
ment of  acute  febrile  maladies  of  various  sorts  who  formerly  regarded  the  use  of 
this  agent  for  other  than  dietetic,  culinary  and  detergent  purposes  as  altogether 
unscientific  and  smacking  strongly  of  charlatanry. 

The  value  of  water  in  the  treatment  of  chronic  maladies  is  still  little  appre- 
ciated in  America  and  England,  although  in  France,  Germany  and  Italy  the  hydri- 
atic method  has  long  been  in  high  favor  in  the  treatment  of  nervous  disorders  and 
many  other  forms  of  chronic  disease.  Some  eighteen  years  ago  the  writer  while 
pursuing  medical  studies  in  Paris,  found  the  Hotel  Charité  and  several  other  hos- 
pitals equipped  with  complete  appliances  for  the  administration  of  the  douche  and 
other  scientific  hydriatic  procedures.  Charcot  achieved  his  greatest  triumphs  in 
the  treatment  of  chronic  nervous  disorders  by  the  use  of  the  cold  spinal  douche, 
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which  from  this  fact  has  come  to  be  quite  widely  known  as  the  Charcot  douche, 
although  this  procedure  was  used  with  equal  success  by  Priessnitz  nearly  one 
hundred  years  ago. 

After  the  systematic  employment  of  the  hydriatic  method  for  more  than 
twenty-five  years  in  the  hospital  and  institution  management  of  chronic  invalids 
of  all  sorts,  the  writer  is  fully  persuaded  that  while  hydriatic  procedures  are  of 
inestimable  value  in  the  treatment  of  acute  disorders,  they  are  capable  of  render- 
ing still  more  important  service  in  the  treatment  of  a large  number  of  chronic 
maladies.  In  acute  disease  there  is  a natural  tendency  to  recovery  so  that  the  most 
that  can  be  said  of  the  use  of  water  in  the  treatment  of  acute  maladies  is  that  it 
accelerates  the  recovery  and  renders  more  uncertain  a successful  issue.  In  a chronic 
disease,  however,  the  situation  is  very  different.  Nature  is  constantly  making  a 
curative  effort,  but  an  unsuccessful  one,  so  that  the  natural  tendency  is  for  the 
disease  to  progress  from  bad  to  worse.  After  employing  the  hydriatic  method  in 
the  treatment  of  nearly  one  hundred  thousand  cases  of  chronic  disease,  the  writer 
feels  justified  in  saying  that  this  agent,  more  than  any  other  known  to  man,  is 
capable  of  effecting  a complete  change  in  the  pathological  picture  in  all  cases  of 
curable  chronic  disease  induding  many  which  have  until  recent  times  be  on  con- 
sidered absolutely  hopeless,  by  so  effectively  reinforcing  the  powers  of  nature  as  to 
render  the  previously  inefficient  recuperative  effort  efficient  and  successful,  so  that 
the  vital  struggle  becomes  a winning  instead  of  a losing  battle  and  the  result  health 
instead  of  progressive  disease  and  finally  death.  Modern  physiological  science  has 
taught  us  that  neither  the  physician  nor  his  remedies  heal,  but  that  the  healing 
power  is  within  the  body  itself ; as  an  eminent  European  clinician  has  well  remark- 
ed, “It  is  the  blood  that  heals.”  Brand  and  his  followers  have  show  that  the 
success  of  the  hydriatic  method  in  the  treatment  of  typhoid  fever  is  net  due  to  the 
power  of  the  bath  to  lower  temperature,  but  the  increased  vital  resistance  and 
exaltation  of  the  bodily  functions  which  the  bath  induces.  Increased  vital  resist- 
ance and  improved  integrity  of  functions  are  the  things  most  needful  to  aid  the 
chronic  invalid  in  his  struggle  for  health. 

In  most  of  its  therapeutic  applications  water  is  employed  simply  as  a means 
of  heating  or  cooling  the  surface  of  the  body,  so  that  the  majority  of  so-called 
hydriatic  procedures  might  be  more  properly  termed  thermic  applications.  These 
applications  produce  therapeutic  results  chiefly  through  their  influence  upon  the 
circulation  and  metabolism. 

The  profound  effects  produced  upon  the  nervous  system  by  the  application 
of  water  to  the  skin  enables  us  through  this  agent  to  influence  every  bodily  funct- 
ion, for,  as  one  had  well  said,  “The  nervous  system  dominates  all  the  phenomena 
of  organic  life  directly  or  indirectly;  all  depends  upon  it.  Nothing  transpires  in  the 
body  of  the  animal  without  is  intervention.  The  cells  are  the  artisans  in  the 
organic  workshop,  but  the  nerves  are  the  overseers.” 

The  value  of  water  as  a therapeutic  agent  depends  upon  its  efficiency  as  a 
means  of  producing  thermic  impressions.  Whatever  agent  affects  the  heat-produc- 
ing processes  of  the  body  affects,  likewise,  in  a most  pronounced  degree,  all  the 
vital  processes.  As  Lubansky  has  well  more  said:  “To  touch  calorification  is,  in  a 
certain  sense,  to  touch  the  springs  of  existence;  and  disturbance  of  the  heat-making 
functions  of  the  body  produces  a corresponding  disturbance  in  the  most  important 
functions  of  the  system.  It  is  to  create  the  necessity  for  repair,  and  to  impress 
directly  and  profoundly  the  general  nervous  system.” 

The  most  important  organic  changes  induced  bv  the  therapeutic  applications 
of  heat  and  cold  may  be  briefly  summarized  as  follows: 

1.  Elevation  of  bodily  temperature  is  accompanied  by  increase  of  meta- 
bolism. 

2.  A fall  of  temperature  is  accompanied  by  decreased  metabolic  change. 

3.  Short  cold  applications  cause  rise  of  temperature  and  increase  of  meta- 
bolism. 

4.  Prolonged  cold  applications  cause  fall  of  temperature  and  diminished 
metabolism. 

5.  Prolonged  hot  applications  cause  fall  of  temperature  with  diminished 
metabolism. 

6.  Prolonged  hot  applications  cause  rise  of  temperature  and  increased  meta- 
bolism, especially  in  increased  oxidation  of  albumin. 
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7.  No  disturbance  of  metabolism  occurs  as  the  result  of  baths  at  neutral 
temperatures,  or  while  the  body  temperature  remains  normal. 

8.  Strasser  showed  increased  alkalinity  of  the  blood  after  cold  baths,  and 
diminution  after  hot  baths. 

9.  Jardet  has  shown  that  the  acidity  of  the  urine  is  decreased  by  warm  baths, 
and  may  even  become  alkaline. 

By  suitable  local  or  localized  applications  it  is  possible  to  modify  the  func- 
tion of  any  and  every  organ  of  the  entire  body,  in  three  ways:  (1)  By  influencing 
the  capacity  of  the  bloodvessels  of  a part  and  thus  controlling  the  volume  of  blood 
present  in  it  at  any  given  moment;  (2)  by  increasing  or  diminishing  the  activity 
of  the  small  arteries  and  capillaries,  thus  increasing  or  diminishing  the  amount  of 
blood  circulating  through  the  part;  (3)  by  increasing  or  diminishing  the  exitability 
and  activity  of  the  living  cells  upon  which  the  functional  activity  of  the  part 
depends. 

The  marvelous  control  exercised  by  localized  cutaneous  applications  over 
the  functional  activity  of  internal  parts  is  due  (a)  to  the  reflex  association  of  defin- 
ite cutaneous  areas  with  internal  parts  and  (b)  toa  remarkable  complete  but  gener- 
ally overlooked  association  between  the  blood  snpply  of  the  internal  viscera  and 
the  cutaneous  covering  of  the  body.  The  full  significance  of  the  latter  fact  as  a 
means  of  explaining  the  rationalé  of  various  hydiatic  applications  the  writer  has 
endeavored  to  make  clear  possible  for  the  first  time  in  a work  on  hydrotherapy  now 
in  press. 1 The  details  of  these  associations  space  will  not  permit  us  to  describe 
here.  It  will  suffice  to  say  that  every  internal  organ  is  represented  in  the  skin  by 
a definite  area  with  which  it  is  in  especially  reflex  vasomotor  and  sympathetic 
relationship  in  much  the  same  way  as  every  group  of  muscles  of  the  body  is  repre- 
sented by  definite  motor  areas  in  the  cerebral  cortex.  Every  internal  organ  is  also 
in  direct  or  indirect  (through  anastamosis)  vascular  connection  with  a definite  area 
of  the  skin,  both  venous  and  arterial.  It  is  interesting  to  note  that  the  venous  area 
and  arterial  area  connected  with  a given  viscus  are  sometimes  quite  widely  separat- 
ed. They  may  even  be  located  on  opposite  sides  of  the  body,  a fact  which  may 
often  be  advantage  only  utilized,  as  in  the  case  of  the  hot-and-cold  gastric  compress 
and  the  hot-and-cold  pulmonary  compress.  The  cold  compress  over  the  front  of 
the  chest  contracts  the  pulmonary  bloodvessels  while  a fomentation  or  a hot  com- 
press applied  to  the  back  of  the  chest  dilates  the  intercostal  veins  and  thus  drains 
away  blood  from  the  bronchial  veins.  Two  powerful  agencies  are  thus  brought  to 
bear  at  one  and  the  same  time  in  relieving  pulmonary  congestion. 

It  is  not  the  writer’s  purpose  to  devote  any  considerable  space  in  this  paper 
to  the  consideration  of  either  the  general  principles  or  the  technique  of  the  hydriatic 
method,  but  rather  to  briefly  call  attentiou  to  the  therapeutic  potency  which  this 
agency  is  capable  of  exhibiting  in  the  treatment  of  a considerable  number  of  im- 
portant chonic  ailments. 

That  hydrotherapy  is  the  remedy  par  excellence  for  anaemia  is  clearly  proven 
by  physiological  and  clinical  evidence.  In  1893  Professor  Winternitz,  of  Vienna, 
called  attention  to  the  remarkable  influence  of  cold  applications  in  increasing  the 
number  of  blood-corpuscles  were  increased  in  much  greater  proportion  than  the 
red  corpuscles  by  a hot  bath  followed  by  cold  was  1,860,000  per  c.  m.  The  number 
of  quite  compuscles  was  sometimes  increased  three  hundred  per  cent.  In  a case 
observed  by  the  writer,  the  increased  was  more  than  half  a million.  Thermes  many 
years  before  had  observed  the  same  thing,  and  these  observations  have  since  been 
confirmed  by  numerous  investigators.  It  is  true  the  increase  in  blood  count  follow- 
ing a cold  application  is  temporary,  but  by  the  application  of  carefully  adapted 
cold  baths  two  to  three  times  a day  the  increase  rapidly  becomes  permanent.  The 
writer  has  often  seen  the  blood  count  increase  at  the  rate  of  half  a million  a week 
for  a nnmber  of  weeks  until  the  normal  count  was  attained.  In  a case  of  pernicious 
anemia  under  the  care  of  the  writer  and  a colleague,  the  blood  count  had  reached 
the  lowest  possible  limit,  careful  counting  showing  only  400,000  per  c.  m.  As  the 
result  of  three  months  treatment  this  patient’s  blood  count  was  raise  to  4,250,000, 
at  which  time  he  was  able  to  return  to  his  home  and  to  his  business,  and  since 
which  time,  now  a number  of  months,  the  patient  has  remained  in  good  health. 


1.  Rational  Hydrotherapy;  F.  A.  Davis  Co.,  Philadelphia. 


335 


At  the  beginning  of  treatment  the  patient  was  so  extremely  feeble  that  his  head 
could  not  be  raised  from  a horizontal  position  without  causing  syncope.  He  could 
not  even  tolerate  the  presence  of  a pillow  beneath  his  head.  The  measures  to  be 
employed  are  the  wet  hand  rub,  later  the  cold  mitten  friction,  cold  towel  rubs,  and 
gradually  more  vigorous  applications  were  added.  The  treatment  should  be  ad- 
ministered twice  daily.  The  patient  had  a generous  but  simply  dietary,  and 
massage,  manual  Swedish  movements  and  electricity  were  applied  as  soon  as  he 
was  able  to  bear  these  measures,  but  it  was  clear  that  the  principal  credit  must  be 
given  the  cold  applications  for  the  improvement  observed.  Several  similar  cases 
might  be  cited. 

Chlorosis  and  like  conditions  yield  equally  well  to  properly  adapted  hydriatic 
measures. 

The  rational  treatment  for  neurasthenia  must  in  the  future  give  large  place 
to  hydrotherapy.  Graduated  cold  applications,  especially  the  cold  mitten  friction, 
wet  sheet  rubs,  half  bath,  spinal  douche,  not  only  temporarily  increase  the  patient’s 
nerve  tone,  quickly  dissipating  the  languor,  depression  and  weakness  from  which 
these  patients  often  suffer  to  such  distressing  degree,  but  increase  the  ability  of 
the  nerve  centers  to  store  up  energy  by  improving  metabolism  and  encouraging 
every  form  of  functional  activity.  By  means  of  special  applications,  such  as  the 
revulsive  compress,  ice  bag,  hot  foot  bath  and  alternate  spinal  compress  or  douche, 
and  similar  measures,  various  forms  of  neurasthenic  headache  and  numerous 
peculiar  cephalic  sensations  described  by  these  patients  are  removed  with  wonder- 
ful promptness.  Neuralgias  and  various  other  sensory  disturbances  are  rapidly 
ameliorated  by  the  revulsive  applications,  such  as  the  fomentation  followed  by  the 
heating  compress  or  short  cold  applications. 

Anorexia  yields  to  the  general  cold  bath  administered  on  rising  and  the  cold 
bag  applied  over  the  stomach  for  half  an  hour  before  meals.  Insomnia  and  distrass- 
ing  dreams  disappear  almost  magically  under  the  influence  of  the  neutral  bath  at 
bedtime,  and  of  the  moist  abdominal  girdle.  Reflex  irritations  which  may  be  the 
cause  of  the  neurasthenic  symptoms,  autointoxication  and  other  underlying  patho- 
logical conditions  characteristic  of  this  disease  are  equally  amenable  to  appropriate 
hydriatic  procedures. 

Here  is  a typical  case:  Mr.  X.,  a man  of  40,  who  had  been  active  in  business 
for  many  years,  gradually  developed  neurasthenic  symptoms  until  his  condition 
became  so  grave  that  he  was  no  longer  able  to  attend  to  his  usual  dnties  and  sought 
relief  at  the  institution  of  which  I have  charge.  He  was  brought  by  a friend.  On 
examination  he  was  found  to  be  mentally  unbalanced.  In  a few  hours  after  com- 
ing under  our  observation  the  patient  became  actively  maniacal,  so  that  it  was 
necessary  to  isolate  him.  At  the  end  of  two  weeks  under  careful  hydriatic  manag- 
ement the  patient’s  mental  balance  was  restored  and  at  the  end  of  another  week  he 
was  so  much  improved  that  insolation  was  no  longer  necessary  as  not  the  slightest 
evidence  of  mental  aberration  remained.  The  patient  made  a very  rapid  recovery, 
and  at  the  end  of  a few  weeks  was  able  to  return  to  his  home  and  business,  and  by 
following  a simple  regimen  of  diet  and  exercise  was  able  to  maintain  himself  in 
excellent  health.  Many  similar  cases  might  be  cited. 

Miss  B.,  a cultivated  lady  of  38,  highly  nervous  temperament,  presented  a 
typical  picture  of  extreme  neurasthenia.  Numerous  social  and  family  cares  had 
reduced  her  to  a state  of  extraordinary  suffering  and  wretchedness.  The  patient’s 
nervous  irritability  was  so  excesive  that  almost  any  unusual  sight  or  sound  would 
cause  her  to  fall  forward  unconscious  in  the  condition  which  the  French  physicians 
call  nervous  apoplexy.  The  color  sense  was  often  greatly  disturbed,  everything  at 
times  having  a decidedly  reddish  tinge.  This  symptom  would  appear  and  disappear 
with  great  suddenness.  Occasionally  the  patient  would  become  totally  blind  for 
a minute  or  more.  The  application  of  suitable  hydriatic  measures,  and  especially 
carefully  graduated  tonic  treatment  combined  with  massage  and  a rational  dietary 
restored  this  patient  to  excellent  health  and  she  has  now  remained  well  for  several 
years. 

Drugs  do  this  class  of  patients  little  or  no  good.  In  most  cases  coming  under 
the  writer’s  care  every  sort  of  medicinal  agent  has  already  been  tried.  Hydrotherapy 
is  a remedy  of  inestimable  value  in  dealing  with  these  unfortunate  sufferers,  and 
in  connection  with  a proper  regimen  is  capable  restoring  to  health  a very  large  pro- 
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portion  of  the  chronic  neurasthenics  who  are  coming  to  constitute  quite  a large 
proportion  of  oiir  city  population. 

In  the  treatment  of  the  diatheses  the  resources  of  hydrotherapy  when  combin- 
ed with  proper  regulation  of  diet,  exercise  and  other  habits  of  life,  are  capable 
of  meeting  every  important  indication.  In  diabetes  the  cold  bath,  especially  the 
wet  sheet  pack,  the  rubbing  wet  sheet,  the  half  bath  and  the  cold  douche,  promote 
to  a marvelous  degree  the  oxidation  of  sugar  in  the  blood  and  tissues.  In  fleshy 
diabetics  the  hot  bath  may  be  advantagelously  used,  especially  the  vapor  bath, 
which  encourages  the  elimination  of  sugar,  the  cold  bath  which  immediately 
follows  increasing  oxidation.  Various  hydriatic  applications  encourage  gastric  and 
intestinal  digestion  and  by  a general  improvement  of  metabolism  antagonize  this 
grave  constitutional  disease.  The  writer  has  often  seen  the  quantity  of  sugar  elim- 
inated in  24  hours  fall  from  one-  half  pound  to  a few  grams  in  the  course  of  a few 
weeks  under  hydriatic  management. 

Obesity  is  another  diathetic  disorder  which  affords  a most  admirable  op- 
portunity for  illustrating  the  scientificc  precision  with  which  hydriatic  measures 
may  be  adapted  to  pathological  conditions.  The  obese  patient,  like  the  diabetic, 
suffers  from  an  accumulation  of  residual  tissue,  but  in  the  form  of  fat  instead  of 
sugar.  Oxidation  must  be  increased.  Prolonged  cold  baths  followed  by  exercise 
with  suitable  regulation  of  diet  accomplishes  the  result  desired,  often  in  a most 
incredibly  short  time.  The  hot  bath  prepares  the  patient  to  receive  the  cold  ap- 
plication; the  latter  increased  oxidation,  thus  diminishing  weight,  and  at  the  same 
time  lowers  the  temperature  and  increases  muscular  excitability  and  the  capacity 
for  muscular  effort  as  shown  by  Vinag  and  Maggior,  The  lowering  of  the  bodily 
temperature  prepares  the  patient  for  more  vigorous  exercise  than  would  otherwise 
be  possible,  as  the  temperature  is  quickly  raised  by  exercise  in  very  obese  patients, 
so  that  the  patient  is  weakened  by  the  undesirable  oxidation  of  nitrogen. 

Experience  has  abundantly  shown  the  impossibility  of  dealing  successfully 
with  chronic  uric  acid  intoxication  by  medicinal  agents  alone.  One  after  another 
numerous  newly  discovered  remedies  have  been  found  wanting.  Hydrotherapy 
offers,  in  its  various  heating  procedures, — the  vapor,  hot-hair,  Turkish  and  electric 
light  baths,  and  sweating-pack — all  followed  by  short  preparatory  cold  applications, 
a rational  and  physiological  method  of  dealing  with  this  grave  and  increasingly 
frequent  disorder.  The  hot-bath,  by  elevating  bodily  temperature,  promotes  the 
oxidation  of  nitrogen. 

By  this  means  the  uric  acid  is  converted  into  soluble  bodies  which  are  easily 
eliminated,  thus  promoting  recovery  in  the  most  effective  manner  possible.  By 
placing  the  patient  upon  a rational  aseptic  dietary,  copious  water  drinking  com- 
bined with  the  hydriatic  measures  suggested,  the  symptoms  of  lithiasis  rapidly 
recede,  except  in  cases  in  which  very  marked  trophic  changes  have  occurred, 
although  hydrotherapy  rarely  fails  to  secure  the  marked  mitigation  of  the  patient’s 
sufferings  even  in  these  cases. 

Hypopepsia  is  temporarily  benefited  by  the  administration  of  hydrochloric 
acid,  but  by  the  cold  bath,  the  application  of  the  ice-bag  over  the  stomach  half  an 
hour  before  meals,  combined  with  massage  and  a suitable  dietary,  out-of-door  life 
and  appropriate  exercises  the  activity  of  the  gastric  glands  may  be  increased  and 
the  patient  thus  be  made  able  to  manufacture  his  own  hydrochloric  acid. 

In  hyperpepsia.  as  well  as  in  hydrotherapy  is  not  merely  a palliative  but 
strikes  at  the  root  of  disease.  In  these  cases,  by  means  of  repeated  hot-baths,  and 
especially  the  hot  spinal  and  epigastric  douche  the  secretion  of  HC1  is  diminished 
while  the  quality  of  the  digestive  work  is  improved.  The  accompanying  graphics  I, 
II,  show  the  improvement  made  under  hydriatic  treatment  in  a case  of  hyperpepsia 
and  a case  of  hypopepsia  respectively. 

In  chronic  as  well  as  acute  gastritis,  the  Scotch  douche,  the  revulsive  com- 
press and  various  other  hydriatic  procedures  are  capable  of  affecting,  in  all  ordin- 
ary cases,  a rapid  and  permanent  cure,  provided,  of  course,  the  patient  adheres 
to  a regimen  adapted  to  his  needs. 

Chronic  enteritis  yields  slowly  but  surely  to  the  persistent  and  persevering 
application  of  suitable  hydriatic  measures.  It  is  not  uncommon  to  see  the  number 
of  stools  reduced,  within  a week,  from  ten  to  fifteen  to  one  or  two  within  twenty- 
four-hours. 


Chronic  constipation  is  another  disorder  to  which  the  hydriatic  method  is 
especially  adapted.  The  cold  lumbar  douche,  and  the  abdominal  douches  stimulate 
peristalsis  to  a marvelous  degree.  The  cold  plantar  douche  and  the  cold  douche  to 
the  legs,  as  well  as  the  general  cold  douche  have  a decided  effect  in  the  same 
direction,  In  extreme  cases  the  graduated  enema  may  he  made  successful  when 
other  means  fail. 

In  malarial  cachexias  as  well  as  in  acute  malarial  disease,  hydrotherapy  is  a 
resource  which  may  be  relied  upon  as  possessed  of  almost  unfailing  efficacy.  In 
chronic  cases  of  malarial  poisoning,  when  quinia,  even  in  large  doses,  fails  to 
secure  benefit,  strong  tonic  applications  of  water  are  often  most  singularly  suc- 
cessful. The  writer  has  demonstrated  this  in  a number  of  cases  of  persons  suffering 
from  chronic  malarial  infection  contracted  in  the  tropics,  as  the  West  Coast  of 
Africa,  Egypt,  and  the  East  Indies.  The  writer  has  also  had  an  opportunity  of 
testing  the  hydriatic  method  in  malaria  at  the  hydriatic  institution  located  at  Gua- 
dalajara, Old  Mexico,  with  most  pronounced  success. 

There  is  certainly  no  panacea  for  that  dread  disease  pulmonary  tuberculosis, 
yet  hydrotherapy  has  proven  a priceless  boon  to  not  a few  sufferers  from  this 
dread  malady. 

By  the  employment  of  carefully  graduated  cold  applications  two  or  even 
three  times  daily,  vital  resistance  may  be  greatly  increased  in  this  affection. 
Appetite  improves,  night-sweats  disappear,  the  patient  gains  in  flesh,  the  blood- 
count  increases,  and  there  is  a rapid  gain  of  strength.  The  chest  pack  relieves  the 
cough  and  diminishes  expectoration  when  profuse.  Hydrotherapy  also  lends  itself 
in  a most  admirable  wray  in  the  palliation  of  a multitude  of  distressing  symptoms 
which  accompany  this  disorder.  The  principle  of  the  hydriatic  method  is  precisely 
the  same  as  that  which  underlies  the  cold  air  or  out  of  door  method  of  dealing 
wfith  this  disease.  The  thermic  impression  made  upon  the  skin  arouses  vital  resistance 
improves  metabolism,  awakens  the  dormant  energies  of  the  body,  encourages 
elimination  through  the  kidneys  and  skin,  increases  the  secretion  of  HC1  and 
encourages  the  digestive  activity,  and  this  is  true  whether  the  medium  of  the  cold 
application  is  cold  air  or  cold  water.  By  the  application  of  water  in  a precise  and 
definite  manner  thermic  impressions  of  any  desired  degree  of  intensity  may  be 
made,  and  may  be  repeated  as  often  as  the  patient’s  condition  requires  or  will 
permit. 

Chronic  Brigh’s  disease  is  a condition  wdiich  is  by  some  physicians  supposed 
to  contraindicate  baths  of  all  sort.  Certain  physicians  quite  eminent  in  the  profes- 
sion have  strongly  counseled  against  the  use  of  baths  in  this  malady  as  likely  to 
increase  renal  congestion  and  inflammation  and  so  lead  to  untoward  results.  After 
treating  many  cases  of  this  malady  however,  the  writer  feels  justified  in  asserting 
that  there  is  no  disease  in  which  hydrotherapy  is  capable  of  playing  a more  useful 
part  than  in  this  malady.  Very  cold  and  cool  prolonged  applications  must  of 
course  be  avoided,  also  exhausting  hot  applications.  Short  hot  baths  followed  by 
very  short  moderate  or  cold  applications  are  highly  beneficial  while  the  prolonged 
neutral  bath  is  of  inestimable  value  as  a means  of  encouraging  renal  activity 
without  exciting  or  irritating  the  diseased  parts. 

Genito-urinary  disorders  in  both  men  and  women  yield  to  the  thorough 
application  of  the  hydriatic  method  in  many  cases  in  which  all  ordinary  means 
have  been  tried  in  vain.  The  neutral  sitz  bath  is  a most  admirable  means  of  reliev- 
ing ovarian  and  vesical  irritation.  The  temperature  of  the  bath  should  be  93°  to 
96°,  and  the  duration  may  be  prolonged  for  an  hour  or  two  if  necessary.  Conditions 
of  relaxation  and  debility  require  the  cold  rubbing  sitzor  tonic  sitz  daily. 

In  cases  in  wThich  severe  pain  is  present  and  in  irritable  conditions  cold 
applications  must  be  avoided.  For  relief  of  pain  short  hot  applications  as  the  very 
hot  sitz,  (118°  for  3 minutes,)  or  a very  hot  blanket  pack  (20  minutes)  followed  by 
a short  cold  application  produces  powerful  revulsive  and  derivative  effects  in  favor 
of  the  painful  parts.  Enguett  long  ago  pointed  out  the  great  value  of  the  hot 
douche  or  vaginal  irrigation. 

In  the  treatment  of  organic  diseases  of  the  heart,  hydrotherapy  plays  an 
essential  part.  Very  hot  baths,  the  prolonged  warm  baths,  and  very  cold  baths, 
must  be  carefully  avoided.  The  great  success  which  has  attended  the  effervescent 
bath  treatment  of  cardiac  disease  in  the  hands  of  the  Schott  brothers  at  Nauheim 
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is  certainly  not  altogether  due  to  the  chemical  ingredients  of  the  water.  When 
investigating  this  famous  Mecca  for  cardiac  patients  a few  months  ago  for  the 
purpose  of  studying  the  methods  employed,  the  writer  was  fully  persuaded  that  the 
thermic  impression  is  after  all  the  most  important  part  of  the  procedure.  The 
temperature  of  the  bath  is  about  83°  or  a little  below  the  neutral  zone.  The  baths 
given  at  Nauheim  would  certainly  be  some  what  improved  by  the  addition  of 
moderate  friction  during  the  bath. 

My  records  show  a very  considerable  number  of  cases  of  advanced  organic 
heart  disease  with  distinct  evidence  of  cardiac  dilatation  in  which  very  marked 
relief  has  been  obtained  by  the  simultaneous  employment  of  the  carefully  graduated 
tonic  baths,  the  neutral  bath,  the  neutral  douche,  massage,  manual  Swedish 
movements,  and  a careful  dietary. 

It  is  perhaps  in  nervous  diseases  that  the  greatest  triumphs  of  hydrotherapy 
are  achieved.  There  is  certainly  no  remedy  which  accomplishes  so  great  results  in 
hysteria,  although  as  this  disease  is  commonly  a manifestation  of  a hereditary 
predisposition  it  is  necessary  that  the  patient  should  be  trained  to  the  daily 
systematic  employment  of  such  appropriate  measures  to  be  continued  at  home  after 
an  apparent  cure  has  been  effected  as  the  result  of  treatment,  so  that  a recurrence 
may  be  prevented. 

Insomnia,  which  so  often  baffles  the  practitioner  who  relies  solely  upon 
hypnotics  and  ordinary  therapeutic  means,  rarely  fails  to  yield  with  great  promptness 
to  the  application  of  appropriate  hydriatic  measures.  The  patient  who  cannot  sleep 
because  of  cerebral  congestion  goes  off  to  sleep  almost  immediately  when  the  blood 
with  which  the  brain  is  surcharged  is  diverted  into  his  lower  extremities  by  a hot 
(not  very  hot)  foot  or  leg  bath  (102-4°)  or  by  a neutral  spray  (92-5°)  with 
considerable  pressure  administered  just  at  bed  time.  In  obstinate  cases  the  wet  sheet 
pack  is  almost  certain  to  secure  relief,  the  patient  generally  falling  asleep  in  the 
pack.  The  moist  abdominal  girdle  is  an  efficient  sleep  promotor  in  most  cases  of 
this  sort.  In  cases  in  which  the  sleeplessness  is  due  to  irritability  of  the  cerebral 
cell,  the  neutral  bath,  (92-5°)  affords  a remedy  of  priceless  value,  rarely  failing  to 
secure  good  sleep  almost  from  the  first  application.  It  is  indeed  a not  uncommon 
thing  for  the  patient  to  fall  asleep  in  the  bath.  Prolonged  application  of  the  bath 
is  essential  in  many  cases  (30  minutes  to  2 hours). 

Migraine  yields  almost  invariably  and  with  a considerable  degre  of  prompt- 
ness to  suitably  arranged  hydriatic  management  combined  with  a suitable  dietary 
and  correct  habits  of  living.  In  a paper  by  the  writer  read  some  years  ago  a 
considerable  number  of  cases  of  this  disease  were  reported  in  which  a cure  had  been 
effected.  Many  scores  of  additional  cases  have  since  been  recorded.  The  writer  has 
also  been  glad  to  note  that  the  methods  suggested  in  the  paper  referred  to  have 
been  adopted  and  with  most  gratifying  results  by  a considerable  number  of  physic- 
ians in  different  parts  of  the  country. 

Drug  habits,  alcoholism,  the  opium  habit,  and  even  the  cocaine  habit,  yield 
most  surprising  results  to  judicious  hydriatic  management.  Within  three  days,  if 
not  in  a much  less  time,  the  old  opium  habitue  is  able  to  dispense  with  his  drug, 
and  although  weak  and  some  what  nervous,  the  craving  is  gone,  generally,  and 
never  to  return,  provided  the  patient  continues  the  regimen  marked  out  for  him. 
The  prolonged  neutral  bath  relieves  the  extraordinary  nervousness  and  sleeplessness 
resulting  from  the  withdrawal  of  the  drug.  Hot  and  cold  applications  to  the  spine 
and  the  cold  precordial  compress  overcome  the  cardiac  depression.  The  neutral 
douche,  massage,  fomentations,  the  hot-and-cold  cephalic  compress,  and  various 
other  measures  are  employed  to  meet  special  indications. 

The  method  of  dealing  with  chronic  alcoholism  does  not  differ  essentially 
except  that  vigorous  tonic  measures  are  more  readily  borne  at  the  first.  The  writer 
has  had  an  opportunity  to  test  this  method  in  some  hundreds  of  cases  of  this  sort, 
the  results  of  which  together  with  an  outline  of  the  exact  method  employed  were 
given  in  a paper  read  by  request  before  the  American  Association  for  the  Study  and 
Cure  of  Inebriety  at  its  Boston  meeting,  December  7th,  1897. 

Even  such  inveterate  maladies  as  chronic  myelitis  and  locomotor  ataxia  yield 
not  altogether  fruitless  results  to  the  hydriatic  method.  Hydrotherapy  combined 
with  carefully  directed  exercise  and  a rational  regimen  rarely  fails  to  secure  a very 
marked  degree  of  improvement  in  locomotor  ataxia.  Generally  nearly  all  the  lost 


movements  are  regained.  Very  often  the  ataxic  symptoms  disappear,  and  though 
the  knee-jerk  does  not  return  and  the  Argyll-Robertson  pupil  and  some  other 
symptoms  remain  to  remind  the  patient  of  the  grave  malady  from  which  he  has 
suffered,  yet  in  quite  a large  proportion  of  cases  the  patient  may  be  brought  to  such 
a degree  of  recovery  as  to  enable  him  to  engage  in  his  ordinary  business  pursuits 
and  to  enjoy  excellent  health  and  to  hold  the  disease  at  bay  for  many  years.  In 
quite  a considerable  number  of  cases  the  patient  becomes  practically  well.  The  hot 
half  bath  and  the  heating  spinal  compress  exercise  a marvelous  controlling 
influence  over  the  lightning  pains.  The  prolonged  neutral  bath  lessens  general 
nervous  irritability,  promotes  elimination  of  the  toxins  which  probably  lie  at  the 
foundation  of  the  disease,  and  lessens  the  activity  of  the  morbid  process. 

Riess  showed  long  ago  the  excellent  results  which  may  be  obtained  by  the 
prolonged  immersion  bath  in  chronic  myelitis.  The  writer  has  seen  excellent  results 
from  this  method  and  also  from  less  severe  hydriatic  measures.  General  tonic  baths 
very  carefully  administered,  the  heating  compress  to  the  spine,  galvanism  to  the 
spine,  and  the  continuous  wet  girdle,  are  measures  which  afford  a very  consider- 
able degree  of  relief  in  these  cases  and  sometimes  the  patient  seems  to  b(e  entirely 
cured. 

For  more  than  25  years  the  writer  has  had  the  opportunity  to  make  a prac- 
tical application  of  the  hydriatic  method  in  the  treatment  of  cases  of  insanity  in  a 
small  institution  devoted  to  this  class  of  patients.  In  not  a few  instances  cures  have 
been  effected  in  cases  which  had  received  no  benefit  from  ordinary  routine  institu- 
tional treatment.  It  is  gratifying  to  note  the  interest  that  is  being  shown  in  recent 
times  by  the  medical  directors  of  State  insane  asylums  in  the  introduction  of 
hydriatic  and  other  physiological  measures  in  dealing  with  this  increasing^  large 
class  of  patients.  Hydrotherapy  certainly  affords  unrivaled  means  for  reducing  the 
high  blood  pressure  of  melancholia  and  combating  the  autointoxication  and  other 
nutritive  disorders  which  unquestionably  lie  at  the  foundation  of  this  disease. 
So  likewise  in  mania  the  blood  pressure  may  be  more  conveniently  raised  by 
hydriatic  procedures  than  by  any  other  method.  The  indigestion,  agitation,  in- 
somnia and  numerous  functional  disturbances  presented  by  mania  are  not  only 
palliated  but  substantially  relieved  by  suitable  hydriatic  ineausures.  The  writer  has 
often  seen  a violent  maniacal  patient  who  had  not  slept  for  several  days  put  souudly 
to  sleep  within  half  an  hour  by  the  wet  sheet  pack  or  the  neutral  douche. 

The  confusional  forms  of  insanity  are  especially  amenable  to  the  hydriatic 
method,  which  certainly  affords  a most  efficient  means  for  combating  the  toxic 
element  which  plays  so  prominent  a part  in  this  class  of  cases. 

General  paresis  and  other  forms  of  insanity  accompanied  by  organic  changes 
in  the  brain  are  of  course  not  curable  by  the  hydriatic  nor  any  other  method,  yet 
many  of  the  morbid  conditions  presented  by  the  maladies  may  be  successfully 
combated  by  suitable  hydriatic  procedures.  This  is  especially  true  of  the  bladder 
and  bowel  troubles  which  present  themselves  in  this  affection,  and  of  other  con- 
ditions akin  to  those  encountered  in  mania  and  melancholia. 

Fifty  years  ago  hydrotherapy  or  hydropathy  was  purely  empirical;  but  at 
the  present  day  there  is  no  therapeutic  method  which  rests  upon  such  a sound  and 
complete  physiological  and  rational  basis  as  does  this.  Rational  hydrotherapy 
represents  the  oldest  and  the  simplest  and  the  most  potent  therapeutic  agency 
known  to  the  human  race.  Of  its  more  two  hundred  procedures  which  have 
been  accurately  described  and  which  has  proven  their  utility  in  clinical  experience, 
many  have  been  in  use  from  the  earliest  ages  known  to  history.  Multitudes  of  other 
systems,  methods  and  medicinal  agents  and  concoctions  innumerable  have  appear- 
ed and  vanished,  and  will  continue  to  do  so,  but  Hydrotherapy  will  go  on  forever 
continually  achieving  new  triumphs,  occupying  broader  fields,  and  standing  fast, 
a veritable  therapeutic  Gibraltar  when  other  unnatural,  artificial  and  defective 
methods  have  passed  into  oblivion. 

The  value  of  this  method  is  at  the  present  time  so  well  recognized  in  Con- 
tinental Europe  that  every  great  medical  school  has  attached  to  it  a Chair  of 
Hydrotherapy,  and  in  the  polyclinic  connected  with  the  medical  department  of  the 
Royal  and  Imperial  University  of  Vienna  the  hydriatic  clinic,  established  by 
Professor  Vinternitz,  is  equally  as  popular  as  any  other,  and  is  equaled  by  none  in 
the  successes  attained  in  dealing  with  chronic  disorders  of  all  classes.  Some  eight 
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years  ago,  the  writer  opened  a hydriatic  clinic  in  Chicago  which  has  since  been 
conducted  under  his  supervision,  and  most  gratifying  results  have  been  obtained. 
Dr.  Buruch,  of  New  York,  has  for  many  years  conducted  an  eminently  successful 
hydriatic  institute  and  also  a hydriatic  clinic  which  daily  demonstrates  the  supe- 
riority of  this  method  over  those  which  strike  less  directly  and  effectively  at  the 
pathological  roots  of  disease. 

The  time  has  certainly  come  when  scientific  medical  men  can  no  longer 
decline  to  recognize  the  value  and  importance  of  the  hydriatic  method  and  must 
prepare  themselves  to  give  their  patients  the  benefit  of  this  therapeutic  resource, 
either  at  their  own  hands  or  by  sending  them  to  institutions  in  which  hydriatic 
technique  is  understood  and  conscientiously  followed  by  skilled  attendants  working 
under  experienced  and  intelligent  supervision. 


INVESTIGACIÓN  DEL  AZÚCAR 


EN  LA 

ORINA;  SUS  DIFICULTADES  Y EL  MÉTODO  MAS  PRÁCTICO 
PARA  ENCONTRARLA 

POR  Eb 

D*R.  RRA/Neiseo  I.  DE  VILDÓSOLA 

(habana,  cuba) 


Señores: 

El  trabajo  que  someto  á la  consideración  de  los  distin- 
guidos médicos  del  Congreso,  es  esencialmente  americano,  es 
decir,  resultado  de  la  práctica,  y de  aplicación  frecuente  y 
útil  y sin  galas  retóricas  ni  eruditas. 

Doce  años  consagrados  con  especialidad  al  estudio  y 
práctica  profesional  de  la  urología,  y en  ese  tiempo  más  de 
seis  mil  análisis  de  orinas  hechos,  han  puesto  ante  mí  nocio- 
nes desconocidas,  ó apenas  conocidas,  ó radicalmente  contra- 
rias á lo  que  generalmente  se  cree;  y largas  horas  de  reflexión 
han  grabado  en  mi  ánimo  un  modo  de  interpretar  esas  nocio- 
nes que  no  creo  absolutamente  inatendibles. 

Hoy  aprovecho  la  reunión  de  este  Congreso,  tan  instrui- 
do como  imparcial,  para  salir  de  mi  reserva  en  cuanto  á uno 
de  esos  particulares,  en  lo  que  se  refiere  á la  “Investigación 
del  azúcar  en  la  orina;  sus  dificultades  y el  método  más  prác- 
tico para  encontrarla”. 

Prodigioso  es  el  número  de  personas  glicosúricas,  puedo 
afirmar,  porque  es  el  resultado  de  muchas  investigaciones 
mías,  que  de  cien  individuos  por  lo  menos  cinco  son  glicosú- 
ricos  y que  de  cien  glicosúricos,  cuatro  son  diabéticos. 

Mis  observaciones,  en  contra  de  lo  que  dicen  los  autores 
clásicos,  me  informan  que  los  campesinos,  los  artesanos  y los 


obreros,  son  tan  frecuentemente  glicosúricos  como  los  comer- 
ciantes ó los  hombres  de  estudio.  Los  negros  son  tan  frecuen- 
temente glicosúricos  como  los  blancos.  En  cuanto  á los  chinos 
y los  indios,  aunque  he  analizado  orinas  glicosúricas  de  indi- 
viduos de  esas  dos  razas,  mi  experiencia  es  tan  corta  en  ese 
sentido  que  nada  me  dice. 

El  sexo  masculino  es  más  frecuentemente  glicosúrico,  el 
femenino  es  más  frecuentemente  diabético  (entiéndase  que 
siempre  al  decir  diabético  en  este  trabajo  me  refiero  á la  dia- 
betes sacarina). 

En  todas  las  edades  se  observa  la  glicosnria;  pero  es  es- 
pecialmente frecuente  de  los  quince  á los  veinte  años  y de  los 
cuarenta  á los  sesenta. 

La  opinion  casi  unánime  de  los  médicos,  es  que  la  gli- 
cosuria  es  un  estado  morboso  que  no  reviste  una  gravedad 
considerable,  y que  los  tratamientos  sólo  dan  curaciones 
transitorias.  Yo  creo  por  el  contrario  que  es  un  estado  mor- 
boso sumamente  ñnportante  y que  los  tratamientos  bien  diri- 
gidos son  eficaces. 

Digo  y sostengo  que  la  glicosuria  es  un  estado  morboso 
sumamente  importante , porque  aunque  aun  estamos  en  el  pe- 
ríodo de  las  teorías  en  cuanto  á su  patogenia,  y puede  decirse 
que  esa  patogenia  es  realmente  ignorada  hoy;  sin  embar- 
go, la  histoquimia,  lo  mismo  que  la  química  biológica,  bas- 
tante adelantadas  para  ilustrar  nuestro  criterio  haciéndonos 
conocer  los  trastornos  latentes,  pero  seguros  y terribles 
que  en  el  edificio  celular  ocasiona  fatalmente  un  estado  gli- 
cosúrico. 

La  glicosuria  representa  una  hiperglicemia,  tanto  más 
importante,  cnanto  más  considerable  es  la  glicosnria;  pero 
esa  hiperglicemia  siempre  es  importante  por  corta  que  sea  la 
glicosnria,  pues  la  glucosa  no  pasa  á la  orina  sino  cuando  ya 
la  sangre  está  recargada.  Por  otra  parte,  cada  gramo  de  glu- 
cosa que  impurifica  el  líquido  sanguíneo  obliga  á éste  á tomar 
siete  gramos  más  de  agua  para  conservar  su  fluidez  normal; 
circula,  pues,  una  sangre  aguada  y azucarada,  que  forzosamen- 
te ha  de  modificar  los  protoplasmas;  pero  además,  las  funcio- 
nes hepáticas  perturbadas  siempre  más  ó menos  en  el  gli- 
cosúrico, cambian  cada  vez  más  la  normalidad  del  líquido 
sanguíneo.  Todos  estos  son  con  la  mayor  simplicidad,  datos 
histo-químicos  irrefutables,  que  prueban  que  la  sangre  está 


343 


notablemente  modificada  en  el  glicosurico;  y como  corolario, 
qne  todos  los  protoplasmas  tienen  que  sufrir  esa  influencia 
perturbadora;  omito  todo  lo  que  no  resulta  tan  evidente. 

Por  lo  expuesto  se  vé,  que  considerado  sólo  bajo  el  pun- 
to de  vista  histoquímico,  la  glicosuria  se  acompaña  de  una 
acción  perturbadora  lenta,  pero  constante  y segura,  que  per- 
turba y debilita  el  organismo,  poniéndolo  en  estado  de  inmi- 
nencia morbosa. 

Si  consideramos  ahora  la  materia  bajo  el  punto  de  vista 
de  la  química  biológica,  nos  encontramos  con  que  nuestros  te- 
jidos están  bañados  por  humores  más  ó menos  azucarados  y, 
por  lo  tanto,  excepcionalmente  propicios  al  cultivo  de  bacterias. 

La  defensa  biológica  con  alexinas  hidratadas,  con  fago- 
citos debilitados,  tiene  que  ser,  y es,  muy  defectuosa;  y por 
eso  la  glicosuria  es  un  estado  morboso  sumamente  importante. 

Yo,  al  hablar  de  la  eficacia  de  los  tratamientos , puedo  ha-  * 
cerlo  con  toda  libertad  y con  la  mayor  autoridad;  porque  no 
hablo  de  tratamientos  por  mí  indicados.  Casi  todos  los  médi- 
cos cuya  cultura  médica  les  hace  buscar  los  datos  de  la  uro- 
logía, mandan  los  orines  de  sus  clientes  á mi  laboratorio;  así 
yo  llevo  una  variada  observación  de  resultados,  que  prolon- 
gada bastantes  años,  me  permite  saber  que  los  médicos  de 
este  país  obtienen  un  considerable  número  de  curaciones  de 
glicosuria  en  sus  enfermos;  el  cuarenta  por  ciento  se  cura  y 
los  demás  obtienen  mejorías  seguidas  de  abandono  de  todo 
tratamiento,  hasta  que  sobreviene  una  diabetes,  una  tubercu- 
losis pulmonar  (es  la  más  frecuente  terminación  de  los  glico- 
súricos  jóvenes),  una  nefritis  ó un  cáncer  (es  una  terminación 
frecuente  de  la  glicosuria  en  la  edad  madura). 

La  investigación  de  la  glucosa  en  la  orina,  es  muy  fácil, 
cuando  hay  mucha  glucosa;  las  hormigas  hacen  el  diag- 
nóstico. 

Cuando  hay  cortas  cantidades,  el  análisis  suele  presen- 
tar algunas  dificultades  para  el  que  no  está  experto  en  esta 
clase  especial  de  investigaciones;  otras  veces,  aun  existiendo 
bastante  glucosa,  hay  principios  que  la  enmascaran. 

Como  cualquiera  que  sea  la  cantidad  de  glucosa  exis- 
tente en  la  orina,  es  necesario  conocerla  y curarla  (pues  no 
hay  glicosuria  fisiológica),  se  necesita  poseer  medios  rápidos, 
fáciles  y seguros  de  encontrar  la  glucosa  en  la  orina,  y me- 
dios exactos  de  dosificarla. 
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Los  medios  de  investigación  cualitativa  pueden  ser  físi- 
cos, ó químicos,  ó biológicos. 

A la  primera  categoría  corresponde  el  examen  microscó- 
pico, ya  del  sedimento  urinario,  ya  de  las  flemas  altas  que 
suelen  existir  en  las  orinas  glicosúricas.  Si  se  busca  con  un 
poco  de  cuidado,  casi  siempre  se  encuentran  bacterias  leva- 
duras, patognomónicamente  características  de  las  orinas  gli- 
cosúricas; y este  fácil  y rápido  examen,  cuando  se  hace  me- 
diante pipetas  capilares  vírgenes,  es  tan  seguro  y constante 
como  cualquiera  de  las  mejores  reacciones  químicas. 

La  investigación  por  medios  químicos  cuenta  con  gran 
número  de  reactivos,  la  mayor  parte  poco  aprovechables  por 
su  extrema  sensibilidad,  que  revela  azúcar  en  todas  las  orinas; 
otros,  aunque  buenos,  resultan  inseguros  porque  dan  reaccio- 
nes iguales  con  la  glucosa  y con  el  ácido  úrico  cuando  éste 
está  en  exceso,  ó con  principios  medicamentosos  de  uso  fre- 
cuente, ó se  perturban  por  la  albúmina  ó por  la  mncina. 

No  creo  que  nunca,  ni  en  ningún  caso,  debe  afirmarse  ó 
negarse  la  presencia  de  la  glucosa  en  una  orina,  porque  sea 
positiva  ó negativa  la  acción  de  un  solo  reactivo.  Siempre 
deben  usarse  tres,  y además  realizar  la  investigación  micros- 
cópica y la  biológica.  Los  químicos  que  analizan  orinas  so- 
lamente con  reactivos,  se  equivocan  frecuentemente,  y yo  los 
he  visto  desconocer  la  presencia  del  azúcar,  y negarla  en  ca- 
sos en  que  existían  bacterias  levaduras,  y se  producía  sufi- 
ciente fermentación  para  poder  dosificarla. 

Aunque  los  médicos  son  casi  siempre  más  diestros  que 
los  químicos  para  hacer  la  investigación  cualitativa  de  la  glu- 
cosa en  la  orina,  sin  embargo,  sufren  errores  frecuentes,  de- 
bido á que  ellos  mismos  no  preparan  sus  reactivos  y princi- 
palmente á que  operan  en  orinas  brutas. 

Es  condición  imprescindible  para  que  el  reactivo  más 
usado,  el  cupropotásico  de  Fehling,  dé  resultados  claros  y 
bien  apreciables,  que  la  orina  sea  préviamente  bien  defecada 
por  el  sub-acetato  de  plomo,  que  elimina  ciertos  principios 
normales  aun  mal  conocidos,  que  actúan  sobre  el  licor  de 
Fehling  á semejanza  del  azúcar.  La  defecación  por  el  sub- 
acetato, descarta  también  la  urea,  el  ácido  úrico,  la  albúmina 
y muchos  medicamentos,  como  la  antipirina,  el  salol,  el  do- 
ral, el  sulfonal;  etc.,  capaces  de  reducir  el  oxídulo  de  cobre. 

Admitiendo  que  la  primera  de  las  tres  reacciones  cuali- 


tativas  sea  la  clásica,  por  el  licor  cupro-potásico,  y que  éste 
ha  de  actuar  sobre  una  orina  préviamente  defecada,  reco- 
miendo como  la  mejor  fórmula  la  de  Pasteur. 


1* 

vSosa  cáustica 

Agua  destilada  

130  gramos, 

c.  s.  para  disolver. 

2f 

Ácido  tártrico 

Agua  destilada 

105  gramos. 

c.  s.  para  disolver. 

3* 

Potasa  cáutica 

Agua  destilada  

80  gramos. 

c.  s.  para  disolver. 

4? 

Sulfato  de  cobre  puro 

Agua  destilada  

40  gramos. 

c.  s.  para  disolver. 

Mézclense  las  cuatro  disoluciones, 

y complétese  con 

destilada  el  volumen  de  un  litro. 

Esta  fórmula  proporciona  un  reactivo  muy  estable,  muy 
sensible,  y utilizable  para  el  análisis  cuantitativo,  porque  diez 
centímetros  cúbicos  de  este  reactivo,  son  enteramente  reduci- 
dos por  cinco  centigramos  de  glucosa,  muy  poco  más  ó menos. 

Aceptado  todo  lo  expuesto,  la  manipulación  es  muy  sen- 
cilla: se  coloca  en  un  tubo  de  ensayo  una  pequeña  cantidad 
del  reactivo,  se  calienta  hasta  la  ebullición,  se  introduce  con 
un  gotero  lentamente  por  las  paredes  del  tubo  orina  en  doble 
volumen  ó poco  más  de  lo  que  se  había  puesto  de  reactivo  y 
se  deja  diez  ó doce  minutos;  si  hay  más  de  cuatro  gramos  de 
glucosa  por  litro  se  forma  un  anillo  de  cobre  característico  en 
el  punto  de  contacto  de  los  dos  líquidos;  si  no  aparece  el  ani- 
llo, se  agita  el  tubo  hasta  que  se  mezclen  los  dos  líquidos  y 
se  calienta  de  nuevo  hasta  la  ebullición,  dejando  reposar  des- 
pués cinco  minutos.  Si  existiere  glucosa  se  observará  un 
cambio  de  coloración  que  puede  interpretarse  así:  (Grimbert). 

Azul  verdoso. 50  centigramos  por  litro. 

Verde  manzana 1 gramo  por  litro. 

Verde  oliva 2 ,,  ,,  ,, 

Amarillo  sucio 4 , , , , , , 

Después  de  este  ensayo,  debe  hacerse  la  investigación 
por  medio  del  bismuto,  que  revela  la  presencia  de  la  glucosa 
siempre  que  existan  más  de  cuarenta  centigramos  por  litro. 

Si  la  orina  fuere  albuminosa,  debe  ser  préviamente  eli- 
minada la  albúmina,  por  la  ebullición;  en  otro  caso  se  puede 
operar  sobre  la  orina  bruta. 

En  un  tubo  de  ensayo  se  colocan  cuatro  centímetros  cú- 
bicos de  orina,  se  agrega  un  centímetro  cúbico  de  lejía  de 
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sosa  pura  (sin  sulfuros),  se  agregan  veinte  ó veinticinco  cen- 
tigramos de  subnitrato  de  bismuto  en  polvo,  y se  bace  hervir; 
si  hubiere  azúcar  se  formará  un  precipitado  negro. 

El  tercer  ensayo  á que  debe  someterse  la  orina,  consiste 
en  colocar  cinco  centigramos  de  orina  (sin  albúmina)  en  un 
tubo  de  ensayo  delgado,  agregar  una  pastilla  de  potasa  cáus- 
tica, agitar  suavemente  hasta  que  toda  la  pastilla  esté  disuel- 
ta y entonces  dejar  reposar  hasta  que  todo  el  precipitado  vaya 
al  fondo;  obtenido  esto,  se  toma  el  tubo  por  su  parte  inferior, 
y se  calienta  el  tercio  superior  de  la  orina  hasta  que  hierva: 
si  hubiere  azúcar,  se  formará  el  ácido  melásico  cuyo  color 
característico  no  sólo  señalará  la  presencia  de  la  glucosa,  sino 
su  escasez  ó abundancia. 

Si  las  reacciones  químicas  y el  examen  microscópico 
concuerdan  todos,  puede  afirmarse  ó negarse  la  presencia  de 
la  glucosa,  y en  caso  afirmativo  proceder  á su  dosificación; 
pero  si  unas  observaciones  parecieren  positivas  y otras  ne- 
gativas (lo  que  ocurre  algunas  veces  cuando  la  cantidad  de 
glucosa  es  corta),  es  necesario  recurrir  á la  experimentación 
biológica,  que  resulta  muy  completa,  porque  á la  vez  es  cua- 
litativa y cuantitativa;  esta  experimentación  no  es  sino  la 
fermentación. 

El  sacarómetro  de  Max  Einhorn  es  admirablemente  bue- 
no. Consiste  en  un  tubo  doblado  en  dos  ramas  desiguales,  la 
mayor  está  cerrada  y graduada,  la  más  corta  es  en  forma  de 
esfera  hueca  y está  abierta. 

Primero  se  toma  la  densidad  de  la  orina;  si  ésta  es  de 
1.018  á 1.022  se  emplea  la  orina  sola;  si  es  1.022  á 1.025,  se 
dilúe  en  dos  veces  su  volumen  de  agua;  si  es  de  1.025  á 1.030 
se  dilúe  en  cinco  veces  su  volumen  de  agua;  si  es  de  1.030  á 
1.040  se  dilúe  en  diez  veces  su  volumen  de  agua.  Una  vez 
que  la  orina  tiene  la  dilución  adecuada,  se  le  agrega  un  gra- 
mo de  levadura  escogida,  y se  coloca  dentro  del  sacarómetro 
de  Max  Einhorn,  y se  deja  á la  temperatura  ambiente  (en 
este  país).  Si  la  orina  contiene  azúcar,  á la  media  hora  em- 
pieza la  fermentación  alcohólica  y á las  veinticuatro  horas  el 
aparato  señalará  exactamente  la  cantidad,  que  corresponde 
por  litro  á la  disolución  en  él  colocada,  y por  una  simple 
operación  aritmética,  se  obtiene  una  perfecta  dosificación.  Si 
no  hubiere  azúcar,  el  aparato  no  marcará  nada. 

Nada  digo  de  los  métodos  ópticos,  porque  son  poco 
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prácticos,  ni  del  método  urométrico  de  Bouchardat,  porque  es 
poco  exacto. 

El  método  químico  más  práctico,  es,  según  mi  opinión,  el 
de  Knapp. 

El  licor  de  Knapp,  muy  superior  al  de  Feliling,  pues  no 
se  reduce  sino  por  la  glucosa,  y es  de  una  conservación  larga 
y fácil,  se  prepara  según  la  siguiente  fórmula: 

Cianuro  de  mercurio  puro  y seco 10  gramos. 

Solución  de  sosa  cáustica  de  1.140  de  densidad  ...  100  ,, 

Agua  destilada  c.  s.  para  completar  un  litro. 

Cinco  centigramos  de  glucosa  reducen  exactamente 
veinte  centímetros  cúbicos  de  esta  disolución. 

El  medio  de  prueba  es  una  tira  de  papel  de  filtro  i inhibi- 
da en  sulfihidrato  amónico. 

El  manual  operatorio  consiste  en  colocar  cincuenta  cen- 
tímetros cúbicos  de  orina  en  una  bureta  graduada  en  décimos 
de  centímetros  cúbicos;  debajo  se  pone  una  cápsula  de  porce- 
lana con  veinte  centímetros  cúbicos  del  licor  de  Knapp,  se  va 
dejando  caer  gota  á gota  la  orina  en  el  licor,  y con  una  fina 
barrita  de  vidrio  se  llevan  pequeñas  gotas  de  la  mezcla  al 
papel  sulfihidratado,  que  se  ennegrecerá  en  el  punto  de  con- 
tacto, basta  el  momento  preciso  en  que  la  glucosa  baya  redu- 
cido todo  el  mercurio;  ese  momento  se  conocerá  en  que  el  pa- 
pel sulfihidratado  no  se  manchará  de  negro  por  el  contacto. 
Entonces,  mirando  en  la  bureta  la  cantidad  empleada,  por 
una  fácil  operación  aritmética  se  sabrá  la  dosificación,  muy 
precisa. 

Termino  deseando  que  este  trabajo  sea  de  alguna  uti- 
lidad. 


EL  CACODILATO  DE  SOSA  EN  EL  PALUDISMO 

POR  EL 

D-R.  ALBE-RTO  'ROMAN 

( IGUALA,  ESTADO  DE  GUERRERO,  MÉXICO) 

Este  pequeño  y humilde  estudio  clínico,  carece  de  los 
rigores  de  la  experimentación;  pero  como  observación  clínica, 
he  procurado  encaminarlo  por  la  senda  que  determínala  lógica 
médica  confesando  la  insuficiencia  de  algunas  apreciaciones 
por  la  falta  de  elementos  experimentales  para  comprobarlas. 

Ha  sido  un  precioso  recurso  terapéutico  el  introducido  en 
la  ciencia  con  la  aplicación  en  medicina  del  Cacodilato  de  Sosa, 
ha  satisfecho  uno  de  los  ideales  perseguidos  por  el  investigador: 
reducir  el  coeficiente  tóxico  y aumentar  por  consiguiente  el  coe- 
ficiente terapéutico;  resultando  un  gran  beneficio  de  la  acción 
fisiológica  más  extensa,  pues  cuántas  veces  una  substancia 
revelada  poderosa  en  el  laboratorio  es  inaplicable  en  la  práctica 
por  sus  efectos  tóxicos  concomitantes  de  los  terapéuticos. 

¿Quién  hubiera  pensado  antes,  sin  causar  daño  al  organis- 
mo humano,  introducir  por  la  vía  gástrica,  de  una  sola  vez, 
50  miligramos  de  arseniato  de  sosa,  ó de  ácido  arsenioso,  como 
ahora  podemos  hacerlo  mediante  10  centigramos  de  Cacodilato 
de  Sosa? 

Hemos  procurado  beneficiar  á nuestros  enfermos  con  la 
aplicación  de  esta  ventajosa  substancia  y procuramos  por 
observaciones  cuidadosas,  apoyar  su  papel  en  una  de  las  enfer- 
medades endémicas  en  la  zona  donde  ejercemos:  el  paludismo. 

Lo  hemos  empleado  en  solución  de  2 á 5%  para  ingerir 
20  á 40  gotas  diarias  después  de  la  principal  comida  del  día, 
asociándole  alguna  preparación  ferruginosa  para  combatir  la 
anemia  palustre  y prevenir  la  reincidencia  de  la  fiebre;  sus 
resultados  han  sido  favorables,  induciéndonos  á ver  en  el 
arsénico  cacodílico  la  substancia  más  hematopoyética  y la  que 
mejor  previene  la  vuelta  de  los  accesos  palúdicos. 
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En  tratándose  de  fiebres  palustres,  suprimir  los  accesos 
ó detener  el  proceso  febril  por  medio  del  medicamento  especí- 
fico, la  quinina,  no  es  curar  á los  enfermos,  porque  ó reincide 
la  enfermedad  ó quedan  las  afecciones  consecutivas  del  pade- 
cimiento principal.  En  los  lugares  palúdicos  hay  que  colocar 
á los  enfermos  en  condiciones  de  resistencia  tales  que  los 
libre  de  nuevos  ataques,  pues  que  viviendo  bajo  las  mismas  ó 
constantes  causas  de  infección  y no  dando  la  inmunidad  un 
primer  ataque,  habrá  que  continuar  el  tratamiento  por  veinte 
ó cuarenta  días  más,  para  llegar  á una  curación  completa. 
Tratamiento  que  he  instituido  en  mis  enfermos  asociando  la 
hidroterapia  á los  arsenicales  y ferruginosos. 

Pero  si  por  la  vía  gástrica  pudiera  el  Cacodilato  de  Sosa 
tener  el  inconveniente  de  ser  poco  activo  determinando  algu- 
nos desórdenes  digestivos,  como  diarrea,  eructos,  olor  aliáceo, 
etc.,  por  la  vía  hipodérmica  aumentamos  su  acción  sin  casi 
ningunas  molestias. 

Me  he  valido  de  la  solución  que  emplea  y recomienda 


Gautier: 

Cacodilato  de  Sosa 6.40 

Agua  destilada 100.00 

Alcohol  fenicado X gotas 


para  inyectar  un  centímetro  cúbico  diario  durante  seis  ú ocho 
días  en  los  adultos  y medio  centímetro  cúbico  en  los  niños 
de  1 á 5 años  por  cuatro  ó cinco  días. 

Estas  inyecciones  no  son  ni  dolorosas,  ni  dejan  el  endure- 
cimiento de  los  tejidos  donde  se  colocan  como  las  de  quinina. 
Y he  conseguido,  mediante  la  distracción,  inyectar  á niños  sin 
que  dieran  muestras  de  gran  molestia.  No  hay  motivos  para 
que  el  público  muestre  el  horror  que  manifiesta  por  las  inyec- 
ciones dolorosas. 

¿Podrían  las  inyecciones  de  Cacodilato  de  Sosa  sustituir 
á las  de  quinina  en  el  paludismo?  Sin  duda,  no.  Mas,  unas  y 
otras,  tienen  sus  indicaciones  especiales,  su  momento  oportuno. 
El  Cacodilato  es  un  ayudante  precioso  de  la  quinina,  en  casos 
determinados  la  puede  sustituir,  pero  ésta,  la  quinina  quedará 
siendo  siempre  uno  de  los  pocos  medicamentos  específicos  que 
ha  conquistado  la  terapéutica. 

El  Cacodilato  de  Sosa  está  indicado  en  el  paludismo 
rebelde;  en  la  anemia  palustre,  y asociado  á la  quinina,  para 
prevenir  la  vuelta  de  un  ataque  de  forma  perniciosa. 

En  no  pocas  ocasiones  llegan  á nuestro  consultorio  enfer- 
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mos  azotados  por  el  paludismo  desde  hace  largos  meses  y aun 
años;  las  sales  de  quinina  ú otros  medicamentos  han  suprimido 
varias  veces  los  accesos  dando  pequeños  intervalos  de  salud 
aparente;  pero  el  gérmen  morboso,  ni  se  desaloja  ni  deja  de 
producir  sus  estragos  en  todo  el  organismo.  Las  mismas  sales 
de  quinina  se  han  hecho  intolerables  ó de  efectos  demasiado 
atenuados  y en  estos  casos  hemos  visto  las  inyecciones  de 
Cacodilato  de  Sosa  producir  los  más  ventajosos  resultados. 

Las  dos  observaciones  siguientes  parecen  bastante  demos- 
trativas. 

I Obs.  El  niño  E.,  de  5 meses  de  edad,  fue  llevado  en  Sep- 
tiembre á Cuautla,  Estado  de  Morelos,  lugar  bien  conocido  por 
la  frecuencia  y gravedad  de  las  fiebres  malarianas.  A los  quince 
días  de  llegado  comenzó  á sufrir  accesos  cuotidianos  de  fiebre 
palúdica.  Tratado  repetidas  veces  por  la  quinina  se  mejoraba 
pasageramente  por  ocho  ó diez  días.  Se  le  hizo  tomar  una  ó 
dos  gotas  diarias  de  licor  de  Fowler;  pero  con  todo,  los  accesos 
volvían,  la  anemia  se  exageraba,  su  crecimiento  se  interrumpía 
y en  el  mes  de  Marzo  del  presente  año  hubo  la  necesidad,  por 
una  diarrea  rebelde  de  origen  francamente  palúdico,  de  indi- 
carle un  cambio  de  clima  como  supremo  recurso  para  salvarlo. 

Los  resultados  correspondieron  á nuestras  previsiones: 
el  niño  libre  de  todo  medicamento  y sólo  bajo  las  distintas 
condiciones  climatéricas,  al  llegar  á México  se  alivió  de  las 
manifestaciones  sintomáticas  que  ponían  en  peligro  su  vida. 

Un  intervalo  largo  de  dos  meses  de  salud;  vuelve  el  niño 
á Cuaulta;  y vuelve  el  paludismo  á hacer  su  presa.  Entonces 
teníamos  ya  el  Cacodilato  de  Sosa  en  estudio. 

En  los  primeros  días  de  Junio  la  fiebre  era  continua,  38° 
por  la  mañana  y 38°5  á 38°9  por  la  tarde,  mal  apetito,  enfla- 
quecimiento extremo,  etc.;  hecho  el  análisis  de  la  sangre 
encontramos  las  formas  en  media  luna  de  Laveran.  Resueltos 
á emplear  las  inyecciones  de  Cacodilato  de  Sosa  por  la  vía 
hipodérmica  hicimos  durante  cinco  días  una  inyección  diaria 
de  un  medio  centímetro  cúbico  de  la  solución  arriba  indicada. 
Tres  horas  después  de  la  primera  inyección  el  niño  durmió 
profundamente  en  medio  de  un  sudor  copioso;  al  día  siguiente, 
el  termómetro  marcaba  37 °6  por  la  mañana  y 38°  por  la  tarde. 
Al  tercer  día  después  de  la  segunda  inyección  marcaba  37° 
por  la  mañana  y 37  °5  por  la  tarde.  Al  cuarto  día  su  tempe- 
ratura era  normal.  Tuvo  al  quinto  día  dos  evacuaciones  de 


olor  francamente  aliáceo  y esto  nos  liizo  comprender  que  se 
debía  suspender  el  tratamiento. 

Seis  meses  después,  cuando  esto  escribo,  el  niño  no  ha 
vuelto  á tener  otro  ataque  palúdico,  su  salud  es  floreciente  y 
verifica  ampliamente  su  desarrollo. 

II  Obs.  El  niño  C.,  de  4 años  de  edad,  nacido  y criado 
en  Jalapa,  Estado  de  Veracruz,  hace  un  año  llegó  á esta  pobla- 
ción donde  el  paludismo  endémico,  si  no  presenta  la  gravedad 
que  en  Cuautla,  si  en  muchos  casos  presenta  notable  rebeldía, 
hizo  presa  en  el  niño  no  dejándole  sino  por  intervalos  de 
quince  á veinte  días  durante  un  año.  Unas  veces  su  fiebre  era 
cuotidiana,  otras  terciana.  Lo  vi  por  primera  vez  el  10  de 
Octubre  del  presente  año,  recetándole  el  tratamiento  comun- 
mente empleado:  un  purgante  de  aceite  de  ricino  y después 
3 capsulitas  por  la  mañana  y o por  la  tarde  de  la  fórmula 


siguiente: 

Clorhidrato  de  quinina 1.00 

Arseniato  de  quinina 0.01 

Antipirina 0,25 

Cápsulas IX 


La  calentura  desapareció  al  tercer  día,  volvió  el  apetito  y 
se  le  sujetó  á los  baños  de  agua  fría  todos  los  días.  Pero  en 
los  primeros  días  de  Noviembre  volvió  la  fiebre  y nos  resol- 
vimos á inyectarlo.  Hecho  el  análisis  de  la  sangre  tuvimos 
por  la  comprobación  del  hematozoario  mayores  motivos  de 
certeza  en  nuestro  diagnóstico  que  vino  á confirmarse  como 
sucede  en  este  padecimiento  por  los  resultados.  Después  de 
tres  inyecciones  de  yí  c.  c.  la  fiebre  desapareció  y,  á la  fecha 
en  que  esto  escribo,  goza  de  cabal  salud,  alegre  y robusto, 

He  aplicado  igualmente  el  Cacodilato  de  Sosa  en  los  casos 
de  anemia  palustre,  ya  para  mejorar  la  nutrición  según  la 
acción  fisiológica  arsenical  apreciada  y anotada  desde  hace  lar- 
go tiempo,  ya  para  modificar  el  medio  en  que  ha  pululado  tan 
favorablemente  el  hematozoario,  utilizando  la  vía  estomacal, 
y bajo  la  forma  de  gotas  á tomar  5 ó 6 centigramos  de  substan- 
cia, y sólo  en  un  caso  de  anemia  perniciosa  inyecté  la  solución 
mencionada.  El  cual  caso  refiero  á continuación: 

El  día  1?  de  Noviembre  fui  llamado  á Tepecoacuilco,  lu- 
gar distante  20  kilómetros  de  esta  población.  Mi  enferma  era 
una  señora  de  50  años  de  edad,  robusta,  habiendo  tenido  nu- 
merosa familia.  Hacía  quince  días  había  comenzado  con  ma- 
lestar general,  vómitos  y calentura  que  no  desaparecía  á nin- 
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gima  hora  del  día  ó de  la  noche.  El  bazo  y el  hígado  estaban 
ligeramente  aumentados  de  volumen  y su  piel  tenía  una 
suave  coloración  ictérica.  Hecho  el  diagnóstico  de  fiebre  palú- 
dica continua,  indiqué  un  purgante  de  calomel  al  vapor  y 
ruibarbo  y después  se  aplicó  el  tratamiento  específico.  Pero 
la  fiebre  resistió  por  ocho  días,  y aumentada  la  dosis  de  qui- 
nina á 2 gramos  diarios  y asociados  los  granulos  al  miligra- 
mo de  ácido  arsenioso,  vimos  desaparecer  la  fiebre;  pero  5 días 
después  la  enferma  comenzó  á hincharse;  un  edema  asimétri- 
co generalizado,  irregular,  sin  causa  apreciable  que  lo  expli- 
cara en  el  irregular  funcionamiento  del  riñón,  hígado  ó cora- 
zón, y después  de  hecho  el  análisis  de  la  orina  ilustrándonos 
sobre  la  normalidad  del  funcionamiento  renal,  nos  afirmamos 
en  la  creencia  de  observar  un  edema  de  origen  discrácico  en- 
gendrado por  el  mismo  paludismo.  Durante  el  día,  el  termó- 
metro tenía  oscilaciones  de  37 °3  á 37 °8  por  la  tarde.  Enton- 
ces, comprendiendo  que  la  anemia  palúdica  tomaba  una  forma 
alarmante,  empleamos  las  inyecciones  de  Cacodilato  de  Sosa 
durante  cinco  días,  de  1 c.  c.,  una  diaria.  La  enferma  se  fué 
mejorando  lentamente,  el  edema  desapareció,  la  temperatura 
se  hizo  normal,  volvió  el  apetito,  etc.,  etc.,  encontrándose  ac- 
tualmente dada  de  alta. 

La  última  aplicación,  de  asociarse  las  inyecciones  de 
Cacodilato  de  Sosa  á las  de  quinina  para  evitar  la  vuelta  de 
un  ataque  de  perniciosa,  me  la  sugieren  estas  razones:  1* 
nunca  he  visto,  á pesar  de  los  cuidados  oportunos,  que  un  en- 
fermo á quien  repite  un  acceso  de  perniciosa  se  salve;  por  lo 
mismo  no  sobra  todo  esfuerzo  encaminado  á prevenir  la  vuel- 
ta del  ataque;  2*  parece  que  el  arsénico  es  la  mejor  arma  que 
tenemos  contra  las  reincidencias  del  paludismo  y no  encuen- 
tro ninguna  razón  que  se  oponga  al  empleo  simultáneo  de 
ambas  inyecciones. 

Por  lo  tanto,  el  Cacodilato  de  sosa,  sin  tener  inconvenien- 
tes, presenta  las  mayores  ventajas  en  los  casos  siguientes: 

19  En  el  paludismo  crónico  rebelde. 

2?  En  la  anemia  perniciosa  palúdica. 

39  Asociado  á la  quinina  para  prevenir  la  vuelta  del 
acceso  de  perniciosa.  Prefiriendo  en  estos  tres  casos  la  vía 
hipodérmica;  y 

49  Asociado  á los  ferruginosos  y á la  hidroterapia  para 
tratar  las  consecuencias  de  la  infección  malariana. 


MERCURY  FOR  ACNE.  A PRELIMINARY  STATEMENT 


BY 

I.  /N.  Bloom,  A.  B.;  M.  D., 

CHAIRMAN  OF  UNITED  STATES 

delegation  INTERNATIONAL  conference  for  the  prevention  of  SYPHILIS 
AND  VENEREAL  DISEASES,  BRUSSELS,  1899; 

CLINICAL  professor  of  genito-urinary  diseases,  university 
OF  LOUISVILLE;  DERMATOLOGIST  OF  MASONIC  HOME, 

AND  LOUISVILLE  CITY  HOSPITAL 


Fifteen  years  ago,  I first  noticed  the  rapidity  of  the  disappearance  of  all 
forms  of  Acne  Vulgaris  during  the  administration  of  Mercury,  in  patients  who 
came  to  me  in  my  private  practice,  in  the  early  stages  of  Syphilis. 

I continued  these  observations  for  nearly  ten  years,  during  which  time  I 
treated  something  over  forty  cases,  both  male  and  female.  In  all  cases,  the  patients 
came  to  me  either  in  the  primary  stage,  or  in  the  early  secondary,  and  all  of  then 
remained  with  me  from  one  to  three  years. 

The  youngest  patient  was  sixteen,  the  oldest  twenty  eight. 

Mercury  was  given  internally  in  all  but  four  cases,  where  it  was  practicable 
to  give  inunction  treatment.  Either  the  Protoiodide  or  the  taímate,  rarely  Hydrar- 
gyrum cum  Creta,  was  given  in  doses  that  the  individual  seemed  to  demand. 

In  all  cases,  amelioration  took  place  in  from  four  to  eight  weeks,  and  in 
most  of  then  a cure  in  less  that  six  months.  In  a few  obstinate  cases,  eight  to 
twelve  months  wrere  necessary,  but  in  all  of  them,  the  nodules,  pustules  and  even 
black-heads  disappeared  completely. 

It  was  noted  in  most  of  them,  that  when  later  the  iodides  were  given,  the 
resulting  acne  was  very  severe,  and  partook  of  the  characteristics  of  a returning 
Acne  Vulgaris,  with  this  difference,  however,  that  with  the  cessation  of  the  iodides 
the  Acne  disappeared. 

In  none  of  the  cases  was  any  local  treatment  followed  other  than  the  occas- 
sional use  of  sapo  viridis. 

Six  years  ago,  I began  tentatively  the  use  of  the  internal  administrations  of 
mercurials  for  the  treatment  of  Acne  Vulgaris  in  11011-Syphilitics. 

In  most  cases,  I combined  it  with  the  usual  local  applications  and  local 
treatment.  In  a few,  however,  mostly  non-residents,  mercurials  were  given  without 
adjuvants. 

In  all  forms  of  the  disease  I derived  benefit  far  surpassing  the  best  results 
obtained  in  those  cases  where  Arsenic  is  of  benefit,  and  equaled,  in  rapidity  of  ab- 
sorption, the  effects  derived  in  syphilitic  subjects.  Further,  I found  that  the  dose 
of  mercury  for  Acne  Vulgaris,  need  not,  as  in  Syphilis,  be  pushed  to  the  limit  of 
toleration,  but  that  a much  smaller  dose  suffices,  for  instance,  one-sixth  grain 
Hydrargyrum  Protiodide  three  times  daily  in  an  average  case. 

I have  used,  in  the  twenty-four  cases  which  I shall  report  at  some  future 
time,  principally  Protoiodide  of  Mercury,  exceptionally  the  Tannate,  and  the 
Hydrargyrum  cum  Creta. 
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It  seems  to  me  they  are  about  equal  in  efficiency.  In  an  average  case,  I 
expect  decided  benefit  in  six  weeks,  and  in  many,  a cure  in  from  three  to  six 
months.  I should  have  tried  inunction  treatment,  were  it  not  for  the  difficulty  in 
persuading  Acne  patients  to  submit  to  it. 

In  all  cases,  I furnished  the  drug  myself,  and  in  all  cases  the  patient  was 
ignorant  of  the  medicament  that  was  being  used.  Non-resident  patients,  visiting 
me  once  in  two  or  four  weeks,  did  almost  as  well  as  those  who  received  the  most 
careful  local  treatment. 

I submit  this  paper,  first  for  the  sake  of  priority,  and  again,  in  the  hope  that 
others,  who  have  better  opportunities,  may  administer  mercury  in  other  methods 
and  perhaps  attain  even  more  brilliant  results  than  I have  sketched  above. 


ACUTE  DILATATION  OF  THE  HEART 


BY 

ANTO/N  I O M.  e^iSPI/N,  M.  ID. 

(new  york) 


Dilatation  of  the  heart  is  generally  believed  to  be  a chronic  disease  depend- 
ant most  commonly  on  valvular  disease  or  associated  with  liyperthrophy  of  the 
heart. 

That  it  is  frequently  an  acute  or  active  process  is  not  generally  recognized, 
and  that  it  may  be  overlooked,  specially  when  the  symptoms  are  often  referable 
to  other  organs  than  that  which  is  the  center  of  disease.  This  is  more  likely  to 
happen  when  the  heart  suddenly  dilates  in  a previously  healthy  individual  in  whom 
no  abnormality  of  the  heart  was  known  to  exist. 

The  etiology  is  frequently  obscure.  The  personal  peculiarities  are  often  the 
sole  etiological  factor,  for  undoubtedly  some  individuals  are  born  with  an  innate 
weakness  of  the  heart,  as  others  are  born  with  a weak  stomach  or  kidneys.  This 
dimished  strength  of  the  walls  of  the  heart  may  be  the  only  morbid  antecedent. 
Overstrain  of  the  heart,  caused  by  violent  muscular  action  was  first  demonstrated 
by  John  Ferriar  in  17921  followed  almost  a century  after  by  the  admirable  article 
of  Allbut  in  1871.  2 About  the  same  time  Mayer  3 of  the  English  army  made  his 
observation  on  diseases  of  the  heart  produced  in  soldiers  by  severe  muscular  strain, 
such  as  forced  marches,  coupled  with  the  tightness  of  their  uniform  and  weight  of 
their  accoutrement.  Da  Costa4  investigated  the  same  thing  in  the  American  soldier. 

Since  then,  severe  and  prolongued  muscular  action  has  been  known  to  be  a 
prolific  cause  of  heart  disease.  Not  only  occuring  in  soldiers,  but  also  in  those 
whose  occupation  compels  them  to  use  excesive  muscular  action,  as  in  blacksmiths, 
colliers,  longshore  men,  etc.  Athletes  are  liable  to  it,  specially  when  sudden  and 
severe  exertion  is  indulged  in,  without  previous  preliminary  training.  Fothergill  5 
states  that  dilatation  often  follows  condition  of  passing  delibity.  In  some  women 
specially  those  who  are  corpulent  the  heart  at  times  becomes  weak.  Specially  the 
obese  persons  undergoing  a rigid  diet  and  hydrotherapic  treatment,  (Broadbemt).  6 
Acute  dilatation  of  the  heart  can  occur  at  any  age,  not  only  in  old  and  infirm 
individuals  in  whom  myocardial  degeneration  is  supposed  to  be  more  frequent;  but 
in  the  strong  healthy  man,  of  large  muscular  development,  and  who  naturally 
would  be  chosen  to  do  heavy  work.  In  these  hypertrophy  will  commonly  follow 
the  prolongued  demands  upon  the  heart,  and  its  muscular  fibers  will  grow.  This 
is  a physiological  process.  Eventually  if  the  over-action  of  the  heart  continues,  the 
nutrition  of  the  muscular  fibers  may  undergo  secondary  changes  of  a degenerative 
type,  such  as  myocarditis  and  myofibrosis,  (Dehio).  7 

Changes  may  take  place  in  the  muscular  element  of  the  heart  which  the 
microscope  is  unable  to  detect,  (Niemayer).  8 

These  changes  are  of  slow  development  and  it  is  not  my  intention  to  treat  of 
them  here. 

I will  confine  myself  to  those  cases  where  the  acute  or  active  dilatation  sup- 
pervenes,  withouCany  appreciable  cardiac  trouble  been  known  to  previously  exist  in 
the  individual.  That  is  to  say  cases  which  differ  only  from  the  chronic  or  passive 
form  in  the  time  taken  for  their  production  in  a supposed  healthy  person. 
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There  is  produced,  whenever  the  heart  is  called  upon  to  do  an  increased 
amount  of  work,  no  matter  from  what  cause,  what  Dr.  Morton  Prince  9 calls  a 
physiological  dilatation.  This  dilatation  within  normal  limits  may  be  so  great  that 
the  volume  of  the  blood  thrown  out  at  each  contraction  may  be  trebled  or  quadru- 
pled. That  is  to  say  that  at  the  end  of  the  systole  the  heart  may  be  larger  than  it 
was  before  at  the  end  of  the  diastole.  Now,  if  this  is  so,  failure  on  the  part  of  the 
heart  to  reach  against  this  increased  pressure  will  lead  to  pathologic  dilatation, 
which  will  increase  more  and  more  “pari  passu’’  with  the  inability  of  the  heart  to 
contract  sufficiently.  This  may  be  frequently  the  starting  point  of  some  cases  of 
acute  dilatation.  Violent  muscular  action  of  the  upper  extremities,  such  as  the  use 
of  the  hammer,  probably  has  more  influence,  distending  the  right  heart. 

The  altered  condition  of  the  blood,  such  as  anemia  and  chlorosis,  will  pre- 
dispose to  acute  dilatation. 

This  mechanical  explanation  will  suffice  in  many  cases,  but  there  are  other 
cases  where  the  dynamic  theory  will  best  account  for  the  phenomena.  The  enerva- 
tion of  the  nervous  system  is  very  important  and  the  factors  which  can  bring  it 
about  are  multiple.  As  we  all  know,  irritation  of  the  pneumogastric,  first  found  by 
the  brother  Weber,  inhibits  the  action  of  the  cardiac  ganglia  and  irritation  of  it 
will  also  delay  the  ventricular  contraction.  This  will  account  for  fhe  action  of 
toxalbumins,  which  will  irritate  the  vagus  and  cause  the  venticle  to  dilate.  That 
is  what  actually  happens  in  those  intense  infections  in  which  death  suddenly  sup- 
pervenes.  and  in  which  dilation  of  the  heart  is  the  sole  post-mortem  change. 

In  a similar  manner  the  heart  will  undergo  changes  in  strong  emotions  such 
as  anger,  fright  or  terror,  which  may  terminate  in  what  is  popularly  known  as  a 
broken  heart.  Intense  grief  and  worry,  will  undoubtedly  bring  the  bankruptcy  of 
the  heart. 

The  distribution  of  the  vagus  of  the  stomach  is  also  liable  to  be  stimulated 
in  certain  pathological  conditions  of  this  viscus,  which  may  react  on  the  heart  as 
is  well  known. 

Acute  indigestion  may  bring  it  about  by  irritating  not  only  the  vagus  but 
the  sympathetic.  Severe  muscular  action  with  a loaded  stomach  can  produce  it. 
The  fullness  of  the  stomach  is  not  absolutly  necessary  for  its  production,  for 
Potain  10  has  seen  it  occur  when  only  a salad  leaf  or  a biscuit  was  taken.  The 
determination  of  gastro-pulmonary  reflex  will  increase  the  pressure  in  the  pulmonary 
artery.  In  this  case  the  accentuation  of  second  pulmonic  sound  will  evince  this 
increase  of  tension. 

Habitual  high  arterial  tension  generally  exists  before  the  occurence  of 
dilatation  and  is  a predisposing  cause. 

The  irritation  of  the  different  branches  of  the  pneumogastric  is  not  the  only 
starting  point  of  these  reflexes,  which  may  dilate  the  heart.  Teissier  n and 
F.  Frank  12  have  shown  that  it  may  have  its  origin  in  the  fibers  of  the  abdominal 
sympathetic,  in  the  peritoneum  and  in  the  pelvis. 

To  summarize,  the  factors  in  the  production  of  acute  dilatation: 

( 1 ) Inherent  myocardial  weakness. 

(2)  Violent  muscular  action,  without  previous  preliminary  training. 

(3)  Irritation  of  the  pneumogastric  and  sympathetic. 

(4)  Habitual  high  arterial  tension. 

The  changes  found  at  autopsy  vary  with  the  degree  of  dilatation,  the  heart 
changes  in  form,  in  size  and  in  position.  It  is  found  quite  uncontracted,  and 
contains  a quantity  of  scarsely  coagulated  blood.  Both  ventricles  are  very  much 
dilated.  The  auricular  ventricular  openings  are  much  enlarged  sometimes  admitting 
several  fingers.  The  enlargement  of  the  opening  may  be  so  much  that  four  to  six 
fingers  have  been  inserted.  The  heart  walls  are  very  thin,  the  auricles  are  sometimes 
almost  transparent.  It  is  softened  and  if  it  lays  upon  a table  it  will  flatten  out.  The 
columnae  cornae,  are  almost  obliterated  and  the  heart  has  the  appearence  of  a sac. 
Dungs  are  very  much  congested  and  full  of  black  blood;  the  liver  and  kidneys  are 
congested,  the  stomach  and  intestines  may  be  found  in  the  same  cendition.  The 
symptoms  will  present  a multiple  variety,  according  to  the  extent  of  the  dilatation 
and  the  predominance  of  dilatation  on  the  right  or  left  side  of  the  heart.  They  are 
very  interesting  and  are  liable  to  draw  the  attention  of  the  observer  away  from  the 
real  center  of  disease  to  other  distant  organ. 
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The  symptoms  can  be  grouped  in  four  clinical  types.  The  mild  form, — the 
pulmonary, — the  cardiac  and  the  gastro-intestinal  from.  Although  they  may  be 
combined. 

In  the  mild  form  we  find  slight  or  moderate  degree  of  dilatation,  faintness, 
cold  sweating,  moderate  dyspnea.  Patient  complains  of  a sense  of  weight  in  the 
epigastrum  and  of  nausea.  Sense  of  constriction  over  the  chest.  Sometimes  the 
mental  symptoms  predominate  with  hallucination  and  irrational  talk.  This  form 
may  pass  off  quickly,  and  may  reccur  several  times  in  the  same  individual. 

In  the  pulmonary  form  the  symptoms  will  lead  one  to  suspect  some  disease 
of  the  lungs.  All  the  symptoms  seem  to  be  referable  to  it  rather  than  to  the  true 
seat  of  the  lesion.  There  is  labored  respiration,  dry  cough  with  serous,  sometimes 
bloody  expectoration.  Intense  dyspnea  and  orthopnea  may  occur,  with  all  the 
symptoms  of  active  congestion  or  edema  of  the  lungs.  Face  cyanotic,  with  veins 
injected.  There  is  a tendency  to  sincope. 

Cardiac  form: — here  the  symptoms  are  referable  directly  to  the  heart.  Pain 
over  the  precordia  is  marked,  pseudo-angina  pectoris  is  frequently  observed.  The 
patient  complains  of  palpitation,  sense  of  oppression  in  the  thorax  and  great 
anguish.  Collapse,  cold  and  clamy  sweating,  sometimes  a comatose  condition 
supervenes. 

Gastro-intestinal  form: — the  symptoms  resemble  very  much  those  of 
intestinal  obstruction.  Severe  pain  and  tenderness  over  abdomen,  generally  over 
the  epigastrium  or  over  the  right  hypochondrium ; frequent  vomiting;  the  pain  may 
radiate  to  the  back;  tips  blanched;  tongue  dry  and  furred;  intense  thirst;  absense  of 
pain  over  precordia.  Patients  will  attribute  their  sickness  to  the  abdomen  and 
point  the  stomach  as  the  seat  of  their  malady. 

The  physical  signs  are  the  only  true  elements  of  diagnosis  which  will  enable 
us  to  recognize  with  certainty  acute  dilatation  of  the  heart.  Palpation.  No  promin- 
ence of  cardiac  region. 

The  cardiac  impulse  is  diminished  and  diffuse,  it  conveys  an  ondulatory 
sensation  to  the  hand.  Apex  beat  is  displaced,  being  downward  and  backward, 
towards  the  axillary  line  frequently  at  the  sixth  or  seventh  intercostal  space,  and 
invisible.  A thrill  may  be  sometimes  felt  by  making  pressure  below  the  second 
rib.  A fairly  constant  sign  in  the  cases  observed  by  me,  has  been,  epigastric  puls- 
ation, which  is  best  felt  than  seen,  of  course  it  is  more  marked  when  the  right  side 
is  more  dilated. 

Percussion: — reveals  increased  cardiac  dulness,  both  deep  and  superficial  of 
a quadrilateral  shape,  and  depends  on  the  amount  of  dilatation.  The  dulness  extends 
more  towards  the  sternum  when  the  right  side  is  the  most  implicated. 

Auscultation: — the  heart  sounds  are  weakened,  specially  the  systole,  which 
may  be  inaudible.  Often  the  pulmonic  second  sound  is  accentuated  and  if  the  right 
side  of  the  heart  be  very  much  dilated  it  always  exists.  At  apex  a systolic  murmur 
may  be  heard  due  to  the  insufficiency  of  the  auriculo-ventricular  valves,  caused  by  the 
dilatation.  At  the  tricuspid  there  is  frequently  heard  a murmur  produced  by  the 
regurgitation  of  blood  at  the  right  auriculo-ventricular  orifice,  first  noted  by 
Mr.  F.  W.  King,  13  wTho  called  it  the  “safety  valve  function  of  the  right  ventricle.” 

A blowing  murmur  of  variable  intensity  may  be  heard  all  over  the  heart’s 
surface  without  any  point  of  maximum  intensity. 

A loud  roaring  murmur  I have  sometimes  heard  over  the  sternum. 

All  these  murmurs  may  persist  for  some  weeks  after,  if  the  patient  lives,  and 
gradually  disappear,  leaving  absolutely  no  evidence  of  this  formidable  disease. 

The  pulse  is  irregular  in  volume  and  rythm,  and  may  be  120  to  140. 

The  diagnosis  is  to  be  based  on  the  combination  of  the  physical  signs,  such 
as  increased  cardiac  dulness  with  mouffled  sounds,  and  the  congestion  of  distant 
organs. 

Acute  dilatation  may  be  mistaken  for  acute  pericarditis.  The  pericardial 
friction  sound  and  the  shape  of  the  pericardial  effusion  which  is  pyramidal  will 
serve  to  distinguish  these  two  affections.  Care  must  be  taken,  as  a dilated  heart 
has  been  tapped  instead  of  a pericardial  effusion  (Vidal).  14  It  is  tobe  differenciated 
from  intestinal  obstruction.  Acute  dilatation  of  the  stomach,  edema  of  the  lungs. 
Acute  dilatation  of  the  heart  may  be  the  first  sympton  ushering  an  acute  infect- 
ious disease.  An  examination  for  the  signs  of  dilatation  should  not  be  omited  in 
cases  presenting  notable  disturbance  of  the  nervous  system. 


The  prognosis  in  dilatation  is  always  grave.  The  gravity  of  the  prognosis  is 
proportioned  to  the  amount  of  dilatation  and  cardiac  weakness. 

This  formidable  malady  is  a common  cause  of  sudden  death.  Most  cases  of 
“heart  failure”  are  due  to  it. 

Some  patients  recover,  nevertheless,  the  heart  regaining  its  norm  after  few 
weeks.  It  is  always  advisable  to  give  a guarded  prognosis  even  in  those  cases  which 
appear  most  favorable. 

The  treatment  has  two  objects  in  view,  to  sustain  the  heart  and  to  relieve  it 
of  the  increasing  endocardial  pressure. 

The  first  is  accomplished  by  diffusible  stimulants  as  the  hypodermic  inject- 
ion of  ether  which  is  a capital  stimulant,  specially  in  these  cases  where  prompt 
action  is  necessary.  Strychnine  can  also  be  used  hypodermically,  but  ether  has 
been  of  incalculable  value  in  my  hands.  I have  seen  it  whip  up  the  lagging  forces 
of  the  heart  and  mildly  exhilarate  the  patient.  Morphine  alone  may  act  as  too 
profound  a sedative  on  the  heart  and  therefore  it  is  advisable  to  combine  it  with 
atropine,  which  will  stimulate  the  cardiac  ganglia.  It  gives  quick  relief  in  those 
cases  where  there  exist  much  excitement  and  pain. 

The  second  indication,  is  to  relieve  the  opposition  which  the  heart  meet  and 
this  is  best  accomplished  by  bleeding  or  instead  by  the  hypodermic  injection  of 
nitroglicerine.  When  as  at  the  begining  the  arterial  tension  is  very  high,  the  use 
of  the  nitroglycerine  will  do  good.  Digitalis  being  slow  of  action  is  not  indicated 
at  the  begining  of  these  cases;  it  has  its  place  after  the  acuteness  has  passed,  when 
it  may  be  combined  with  Strophanthus  or  caffeine.  Rest,  absolute  rest,  is  of  par- 
amount importance  and  under  its  beneficial  influence  the  heart  will  have  a chance 
to  recuperate  its  lost  force.  Mustard  plasters  applied  over  all  the  chest  and  back, 
act  in  a twofold  manner,  as  a stimulant  and  by  dilating  the  peripheral  capilaries 
will  draw  some  blood  from  the  interior,  somewhat  relieving  the  heart.  External 
heat  is  also  necessary,  procured  best  by  hot  water  bottles. 

The  life  or  death  of  the  patient  will  often  depend  upon  the  prompt  or  slow 
action  of  the  physician.  The  after  treatment  will  be  that  of  other  forms  of  myocar- 
dial lesions. 
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Sesión  de  4 de  Febrero  de  1901 


PRESIDENTE:  secretario: 

DR.  FEDERICO  HORSTMANN.  DR.  CECILIO  REOL. 

En  la  ciudad  de  la  Habana  y á las  nueve  y media  de  la  ma- 
ñana del  día  cuatro  de  Febrero  de  mil  novecientos  uno, 
en  el  local  que  en  el  Instituto  de  Segunda  Enseñanza 
estaba  destinado  á las  sesiones  de  la  séptima  sección, 
ó sea  la  de  Anatomía  y Fisiología  del  Tercer  Congreso 
Médico  Pan-Americano,  actuando  como  Presidentes 
los  Dres.  Federico  Horstmann  y Miguel  Sánchez  To- 


ledo  y como  Secretarios  los  Dres.  José  Pereda,  José  A. 
Presno  y Cecilio  Reol,  se  da  comienzo  á las  sesiones 
de  dicha  Sección,  leyendo  el  Dr.  Miranda,  á nombre 
del  Dr.  Julio  F.  Arteaga,  de  New  York,  un  trabajo 
sobre:  “Experimentos  recientes  practicados  en  diversos 
animales,  para  producir  la  diabetes  artificial,  por  me- 
dio de  la  Florizina,  verificados  en  el  Laboratorio  de 
Fisiología  del  Colegio  de  Medicina  de  la  Universidad 
y Hospital  de  Bellevue,  New  York”. 

Terminada  la  lectura,  y no  habiendo  disensión,  el  Sr.  Presi- 
dente de  Fisiología,  Dr.  Sánchez  Toledo,  menciona 
varios  trabajos  de  eminentes  profesores  que  vienen  en 
apoyo  del  que  se  acaba  de  leer,  recomendando  al  Dr. 
Miranda  felicite  al  Dr.  Arteaga  en  nombre  de  la 
Sección. 

Acto  seguido  el  Dr.  Presno  lee  un  trabajo  sobre:  “Situación 
topográfica  del  apéndice  cecal,”  que  no  origina  discu- 
sión; leyendo  después  otro  sobre:  “Aplicación  del  For- 
mol  á la  técnica  anatómica.” 

Leído  el  trabajo,  el  Dr..  Horstmann,  después  de  felicitar  al 
Dr.  Presno  por  haber  sido  el  primero  que  en  Cuba  in- 
trodujo la  práctica  de  conservar  los  cadáveres  por  me- 
dio del  formol,  con  objeto  de  facilitar  la  enseñanza  de 
la  Anatomía,  dice  que  dicha  substancia  tiene  un  gran 
inconveniente,  pues  decolora  los  músculos,  les  da  mal 
aspecto,  los  arruga  y los  aglutina. 

Ee  Dr.  Presno:  replica  diciendo  que  esos  defectos  ya  los  ha 
señalado  en  su  trabajo,  exponiendo  el  modo  de  subsa- 
narlos. 

Ee  Dr.  Miranda:  pregunta  al  Dr.  Presno  si  el  formol  podría 
servir  para  los  embalsamamientos. 

Ee  Dr.  Presno:  dice  que  como  en  los  embalsamamientos 
sólo  se  persigue  la  conservación  del  cadáver,  pueden 
emplearse  los  otros  agentes  de  conservación  tanto  como 
el  formol. 

Siendo  las  once  de  la  mañana  y no  habiendo  más  trabajo  que 
leer,  los  Sres.  Presidentes  dan  por  terminadas  las  se- 
siones de  esta  Sección,  y juntos  con  los  demás  Secre- 
tarios firman  la  presente  acta  que  con  los  trabajos  se 
remite  al  Sr.  Presidente  del  Tercer  Congreso  Médico 
Pan- Americano. 


EXPERIMENTOS  RECIENTES 


PRACTICADOS  EN  DIVERSOS  ANIMALES  PARA  PRODUCIR  LA  DIABETES  ARTIFICIAL 
POR  MEDIO  DE  LA  FLORIZINA,  VERIFICADOS 
EN  EL  LABORATORIO  DE  FISIOLOGIA  DEL  COLEGIO  DE  MEDICINA 
DE  LA  UNIVERSIDAD  Y HOSPITAL  DE  BELLEVUE,  NEW  YORK 

POR 

JULIO  F.  7VRTEAGA 


Presentado  por  el  Dr.  L.  Miranda 

Las  células  del  cualquier  organismo,  contienen  ciertas 
substancias  químicas  que  se  manifiestan  en  el  ser  viviente  por 
medio  de  su  descomposición,  produciendo  calor  y energía  en 
sus  movimientos. 

Dichas  substancias  son,  las  albuminoideas,  los  azúcares 
y las  grasas,  que  destruidas  en  el  organismo  se  descomponen 
en  cuerpos  menos  complejos,  y éstos  á su  vez,  en  otros  más 
simples,  hasta  obtenerse  los  productos  finales  de  la  oxidación, 
como  son:  anhidrido  carbónico,  el  agua,  la  urea,  etc. 

Conociendo  la  clase  y cantidad  de  los  alimentos  ingeri- 
dos, así  como  los  productos  finales  eliminados  como  resultado 
de  la  descomposición  de  aquéllos,  es  fácil  deducir  algo  acerca 
de  los  cambios  metabólicos  que  ocurren  en  el  organismo. 

No  pretendemos,  en  el  breve  tiempo  de  que  podemos  dis- 
poner, hacer  una  relación  de  esos  procesos  metabólicos;  pero 
nos  vemos  obligados  á que  sirvan  de  introducción  á los  tra- 
bajos que  hemos  hecho. 

La  Fisiología  nos  enseña  cómo  las  substancias  albumi- 
noideas se  dividen  en  dos  cuerpos,  nitrógeno  y azúcar;  el  pri- 
mero continúa  simplificándose  y cuando  llega  al  hígado,  lo 
encontramos  en  la  forma  siguiente: 
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y de  esta  sal  se  obtiene  C 
que  se  reduce  á formar  urea  CL 


Carbonato  de  amoniaco. 

N H 2)  Carbonato  de 


amoniaco. 


Liebig  demostró  que  cada  gramo  de  nitrógeno  eliminado 
por  el  organismo  representa  6.25  gramos  de  substancia  albu- 
minoidea  destruida  en  el  cuerpo.  Sabido  es  que  los  azúcares 
se  convierten  en  glucosas  que  se  depositan  en  el  hígado,  según 
Claudio  Bernard,  como  glucógeno  que  es  usado  cuando  el 
cuerpo  necesita  energía  ó calor,  y en  este  caso  se  vuelven  á 
convertir  en  glucosa;  en  la  producción  de  esa  energía  ó calor 
se  eliminan  anhídrido  carbónico  y agua. 

El  exceso  de  azúcar  en  la  sangre  es  causa  de  la  elimina- 
ción de  glucosa  en  la  orina,  es  decir,  se  prodúcela  diabetes.  Pa- 
vy  fue  de  los  primeros  que  demostró  que  los  azúcares  pueden 
convertirse  en  grasas  y éstas  ser  oxidadas,  produciendo  ener- 
gía ó calor,  anhídrido  carbónico  y agua,  y tanto  él  como  otros 
fisiólogos  explican  esta  transformación  afirmando  que  los 
azúcares  se  descomponen  en  cuerpos  más  simples,  y después 
por  un  procedimiento  sintético  dichos  cuerpos  entran  en  com- 
binación química  y dan  origen  á la  formación  de  la  grasa. 
Las  grasas,  como  ya  hemos  dicho,  pueden  derivarse  de  los 
azúcares,  como  también  de  las  substancias  albuminoideas  3^ 
en  la  oxidación  que  se  verifica  en  el  organismo  produce  ener- 
gía, calor,  anhídrido  carbónico  y agua. 

Más  adelante  trataremos  de  la  posibilidad  de  producir 
azúcares  por  medio  de  las  grasas  y con  el  fin  de  comprobar 
estos  cambios  se  provoca  una  diabetes  artificial,  inyectando 
hipodérmicamente  en  los  animales  una  solución  de  florizina. 

La  florizina  es  un  glucósido  que  se  obtiene  de  la  corteza 
de  la  raíz  de  ciertos  árboles,  como  el  manzano,  que  inyectada, 
hace  aparecer  la  glucosa  en  la  orina  cinco  minutos  después, 
observándose  simultáneamente  con  el  aumento  de  glucosa  en 
la  orina,  disminución  del  glucógeno  en  el  hígado  y los  tejidos 
musculares,  hasta  el  punto  de  desaparecer  completamente 
después  de  repetidas  inyecciones  de  la  solución  de  florizina. 

La  diabetes  así  producida,  no  se  debe  á la  eliminación 
del  glucósido,  sino  al  exceso  de  glucosa  en  la  sangre,  que  ha 


sido  producida  en  el  metabolismo  de  las  moléculas  protéicas 
del  organismo. 

La  teoría  de  Minkawski,  sobre  la  formación  de  la  diabetes 
por  medio  de  la  florizina,  es  debida  á que  dicho  glucósido  se 
divide  en  los  riñones  en  dos  cuerpos,  la  florizina  y la  sacarina, 
la  primera  circula  en  la  sangre  y al  recoger  todo  el  azúcar 
que  encuentra  en  los  tejidos,  forma  una  combinación  que  no 
es  más  que  la  florizina  que  pasa  á los  riñones  y vuelve  á 
dividirse,  el  azúcar  que  allí  se  forma,  y se  elimina  por  las 
vías  urinarias,  produce  la  diabetes. 

La  florizina  no  se  consume  en  el  organismo,  según 
Minkawski;  nosotros  hemos  experimentado  en  una  gata  y 
observamos  microscópicamente  que  la  orina  contenía  cristales 
de  florizina;  por  tanto,  la  florizina  hace  eliminar  todo  el  azúcar 
almacenado  en  los  tejidos  y provoca  procesos  metabólicos  de 
las  substancias  albuminoideas,  es  decir,  qne  el  animal  se 
encuentra  obligado  á consumir  estas  substancias  como  último 
recurso,  después  de  haber  eliminado  todo  el  azúcar  que  tenía 
antes  del  período  de  inanición  y aun  después  de  las  primeras 
inyecciones. 

La  diferencia  entre  esta  clase  de  diabetes  artificial  y la 
producida  por  la  punción  del  cuarto  ventrículo  cerebral  (Ber- 
nard) ó la  de  la  extirpación  total  del  páncreas,  (Minkawski) 
consiste  en  que  en  la  primera  no  hay  exceso  de  glucosa  en  la 
sangre,  mientras  que  en  las  otras  sí  lo  hay. 

La  diabetes  pancreática  se  origina,  como  lo  explican 
Biodi  y otros,  por  la  ausencia  de  un  fermento  que  produce  el 
páncreas;  dicho  fermento  á su  vez  provoca  la  oxidación  de  la 
glucosa;  según  Bernard  la  causa  de  la  diabetes  es  debida  á 
una  perturbación  en  la  circulación  del  hígado,  mientras  que 
en  la  diabetes  producida  por  la  florizina  no  hay  perturbación 
en  ningún  órgano  en  la  formación  de  la  glucosa  encontrada 
en  la  orina. 

Tanto  en  la  diabetes  melitus  como  en  la  producida  por  la 
florizina,  la  glucosa  se  forma  por  el  metabolismo  de  las  mo- 
léculas proteicas,  como  se  verá  más  adelante  en  que  la  elimi- 
nación de  nitrógeno  mantiene  una  relación  constante  con  la 
cantidad  de  glucosa  eliminada,  y como  consecuencia  de  lo 
expuesto  se  comprende  las  ventajas  que  tiene  la  florizina  para 
estudiar  los  procesos  metabólicos. 


Minkawski,  en  el  experimento  ya  citado,  obtuvo  una 
relación  constante  entre  la  glucosa  y el  nitrógeno  eliminados 
por  la  orina,  y habiendo  repetido  el  experimento  en  otros 
perros,  obtuvo  los  mismos  resultados,  á saber:  glucosa:  nitró- 
geno: 2.8  *1.  Como  cada  gramo  de  nitrógeno  eliminado  repre- 
senta 6.25  gramos  de  substancia  album inoidea  destruida, 
resulta  que  2.8  gramos  de  glucosa  se  producen  en  el  meta- 
bolismo de  6.25  gramos  de  substancia  albuminoideas  destruida, 
á lo  que  equivale  decir,  que  la  molécula  proteica  produce 
405  de  glucosa. 

Von  Mering  en  sus  notables  experimentos  con  la  florizina 
en  los  perros,  demostró  que  había  aumento  de  nitrógeno  en 
un  33%  en  la  orina  y que  el  hígado  contenía  menos  azúcar 
que  en  lo  normal;  también  observó  que  la  glucosa  en  la 
orina  ascendía  de  15  á 19  % y la  relación  que  había  entre  la 
glucosa  1 nitrógeno!  .'5!  14  ó séase  que  la  molécula  protéica  se 
compone  de  66%  de  glucosa:  entre  otros  experimentos  el  me- 
tabolismo de  la  substancia  albuminoidea  fné  de  53  á 100%. 
Creser  y Ritter,  en  sus  experimentos  en  conejos,  la  relación 
obtenida  fué  de  glucosa!  nitrógeno!  !2.  7 ! 1,  mientras  que  el 
profesor  Grahan  Lusk  y sus  discípulos  en  la  Escuela  de  Me- 
dicina de  la  Universidad  de  Yale,  en  sus  experimentos  en 
perros  alimentados,  unos  con  glucosa,  otros  con  grasas,  otros 
con  gelatina  y otros  con  carne,  los  resultados  fueron: 

19  Inyectaron  los  perros  después  de  cierto  tiempo  de 
inanición,  repitiendo  las  inyecciones,  y el  resultado  fué:  Glu- 
cosa ! Nitrógeno  ! ! 3.  75  ! 1,10  que  demuestra  una  producción 
de  60  gramos  de  glucosa  para  100  de  substancia  protéica. 

29  En  los  perros  alimentados  con  azúcar  hubo  aumen- 
to de  la  cantidad  de  glucosa  eliminada,  sin  producir  exceso  á 
consecuencia  del  metabolismo  protéico. 

39  En  los  alimentos  de  grasa,  en  nada  se  afectó  la  re- 
lación entre  la  glucosa  y el  nitrógeno. 

49  En  los  alimentados  con  gelatina,  se  produce  la  mis- 
ma cantidad  de  azúcar  que  las  substancias  protéicas  y evita 
el  metabolismo  de  las  ya  existentes  en  el  organismo. 

59  En  los  alimentados  con  carne  hay  aumento  notable 
en  la  glucosa  eliminada. 

Deseando  nosotros  determinar  la  relación  que  pudiera 
caber  en  otros  animales,  practicamos  varios  experimentos 
bajo  la  competente  dirección  del  profesor  Grahan  Lusk,  los 


que  consintieron  en  tener  al  animal  durante  veinte  y cuatro 
horas,  por  lo  menos,  en  estado  de  inanición,  inyectando  des- 
pués hipodérmicamente  cada  ocho  horas,  durante  varios  días, 
un  gramo  de  florizina  disuelto  en  15  c.  c.  de  una  solución  de 
1.2%  de  carbonato  de  sodio,  recogimos  toda  la  orina  elimina- 
da cada  veinte  y cuatro  horas,  y analizadas  con  el  fin  de 
determinar  la  relación  entre  la  glucusa  y nitrógeno  elimina- 
dos, empleamos  para  la  glucosa  el  método  gravimétrico  de 
Allink  y para  el  nitrógeno  el  de  Solmei  de  Scogen.  A conti- 
nuación presentamos  las  tablas  de  nuestros  experimentos  en 
cabras,  en  las  que  se  ha  determinado  la  relación  entre  la  glu- 
cosa y nitrógeno. 


TABLA  L 


(Lusk)  Cabra  13  Peso  33,1  kilos 


FECHA 

Cantidad 
de  orina  en  24 
horas 

G 

en  gramos 

N 

en  gramos 

RELACION 

Inyección  Florizina 

1899.— Mayo  13 

618  c.  c. 

3.72 

0 

— — 14 

177  c.  c. 

3.71 

0 

— — 15 

910  c.  c. 

20.33 

4.90 

4.15-1 

2 gr.  cada  8 horas 

— — 16 

1598  c.  c. 

26.08 

8.83 

2.95-1 

— — . — 

— — 17 

1140  c.  c. 

31.35 

8.06 

2.90-1 

— — — 

- 18 

1148  c.  c. 

19.01 

6.84 

Mayo  19, 

2.77-1 

1899.— Peso: 

27,8  kilos. 

TABLA  2^ 


Cabra  2c! 


Peso:  30  kilos. 


FECHA 

Cantidad 
de  orina  en  24 
horas 

G 

en  gramos 

N 

en  gramos 

RELACION 

Inyección  Florizina 

1900.— Feb.  13 

— — 14 

— — 15 

— — 16 

2 gr.  cada  2 horas 

258  c.  c. 
630  c.  c. 
1075  c.  c. 

21.49 

27.72 

28.45 

6.23 

10.22 

11.38 

3.45-1 

2.71-1 

2.50-1 

Febrero  17,  1900.— Peso:  29.2  kilos. 


TABLA  3- 


3G8 


Gata  L Peso:  3.571  kilos 


FECHA 

Cantidad 
de  orina  en  24 
horas 

G 

en  gramos 

N 

en  gramos 

RELACION 

Inyección  Florizina 

1900.— Marzo  3 
4,  5 y 6 

— 7 

— 8 

— 9 

— 10 

Período  i 

inanición 

1 dgm.  cada  8 hrs. 

80  c.  c. 
192  c.  c. 
231  c.  c. 

5.68 

8.53 

10.58 

2.89 

3.28 

2.46 

1.96-1 

2.60-1 

4.30-1 

TABLA  4^ 


Gata  2?  Peso:  2.342  kilos 


Cantidad 

FECHA 

de  orina  en  24 
horas. 

G 

en  gramos 

N 

en  gramos 

RELACION 

Inyección  Florizina 

1900,-Octbre  3 

1 gr.  cada  8 horas 

— - 5 

48  c.  c. 

3.39 

1.16 

2.93-1 

— 

— — 6 

120  c.  c. 

4.06 

1.45 

2.60-1 

— — — 

— — 7 

186  c.  c. 

1.34 

66 

1.03-1 

■ — — — 

Con  las  cifras  obtenidas  de  los  últimos  tres  días  de  la 
diabetes  producida  en  el  primer  experimento  (Tabla  13)  y 
además  las  de  los  últimos  dos  días  del  segundo  (Tabla  2^) 
obtuvimos  un  promedio  de  relación  entre  la  glucosa  y nitró- 
geno equivalente  á 2.76.1,  la  obtenida  en  los  gastos  fue  mayor, 
y con  el  fin  de  observar  el  efecto  de  una  pequeña  dosis  de  flo- 
rizina,  inyectamos  en  el  primer  experimento  (Tabla  3^)  un 
decigramo,  sin  obtener  ningún  resultado  satisfactorio,  por  ser 
la  eliminación  de  la  glucosa  irregular  y no  gradual  como  de- 
bió ser. 

En  la  Tabla  4^  el  período  de  duración  del  animal  fue  de 
doce  horas,  muriendo  con  síntomas  de  diabetes,  y según  la 
misma  Tabla,  en  los  gatos  la  relación  fue  entre  la  glucosa  .* 
nitrógeno  i i 2.87  ‘ 1.  En  los  orines  examinados  el  6 de  Oc- 
tubre observamos  microscópicamente  cristales  de  florizina  en 
la  orina,  lo  que  comprueba  que  la  florizina  no  se  consume  en 


el  organismo,  como  ya  lo  liemos  manifestado  anteriormente. 
La  disminución  de  glucosa  y nitrógeno,  observados  en  los 
experimentos  del  día  7 se  lian  notado  también  en  otros  casos 
y en  las  mismas  circunstancias,  es  decir,  durante  el  estado 
comatoso  que  precede  á la  muerte  de  los  diabéticos;  los  riño- 
nes llegan  á perder  su  actividad  fisiológica  y de  esto  resulta 
una  eliminación  defectuosa  de  la  glucosa  y del  nitrógeno. 


La  posibilidad  de  convertir  las  grasas  en  glucosa  en  el 
organismo  ha  sido  muy  debatida  entre  los  fisiólogos;  unos  la 
creen  posible,  los  más  niegan  que  tal  cambio  pueda  ocurrir. 
En  1887,  Chauveau  sostuvo  que  los  azúcares  podían  derivar- 
se de  las  grasas  y el  botánico  Sach  afirma  que  hay  pruebas 
de  la  transformación  de  substancias  grasosas  en  azúcares,  en 
las  semillas  de  ciertas  plantas  al  germinar,  y agrega:  “si  el 
bioplasma  del  reino  vegetal  es  capaz  de  efectuar  tal  transfor- 
mación, es  de  suponer  que  el  bioplasma  del  reino  animal  pue- 
da verificarlo  también.”  Seegen  está  de  acuerdo  con  Sach. 

Recientemente  Hartogh  y Schumm,  dirigidos  por  Rumpf, 
experimentaron  en  un  perro  de  60  kilogramos,  que  estaba 
con  diabetes  producida  por  la  florizina,  con  el  objeto  de  de- 
mostrar que  las  grasas  se  transformaban  en  glucosa.  El  resul- 
tado, según  publican  los  Archiv  fur  Experimental  Patliologie 
und  Pharmacologie  de  Leipzig,  el  año  pasado,  es  tan  exagera- 
do en  sentido  afirmativo,  que  dudamos  de  él.  Los  anteriores 
señores  declaran  haber  obtenido  las  siguientes  relaciones  en- 
tre la  glucosa  y el  nitrógeno,  en  la  orina,  después  de  alimen- 
tar los  perros  con  grasas,  5 ! 1 y 9 ! 1 y como  éstas  son  pro- 
porciones anormales  comparadas  con  la  obtenida  en  los  perros 
3.75  I 1 por  Lusk  y sus  discípulos  y mucho  mayor  que  la  de 
nuestros  experimentos  en  cabras  y gatos,  que  hicimos  para 
comprobar  la  nueva  teoría,  cuyo  resultado  filé  el  siguiente, 
en  que  hicimos  una  inyección  de  2 gramos  de  florizina  cada 
ocho  horas,  y donde  la  relación  entre  la  glucosa  y el  nitróge- 
no en  los  últimos  días  fué  muy  pequeña  á consecuencia  de 
la  nefritis  que  se  presentó;  estado  patológico  que  observamos 
en  nuestros  experimentos,  como  también  ha  sido  observado 
por  ciertos  fisiólogos  que  han  empleado  la  florizina,  nunca  se 
obtuvieron  las  proporciones  fabulosas  de  los  fisiólogos  alema- 
nes ya  citados,  debiendo  advertir  que  la  cantidad  de  grasa 

24 
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TABLA  5^ 


Perra  Peso:  12.3  kilos 


Cantidad 

FECHA 

de  orina  en  24 
horas 

G 

en  gramos 

N 

en  gramos 

RELACION 

ALIMENTACION 

1901.— Enero  1 
— — 2 

Inanición 

540  c.  c. 

42.32 

9.37 

4.52:1 

— — 3 

190  c.  c. 

43.73 

12.42 

3.53:1 

— 

— — 4 

470  c.  c. 

45.12 

13.84 

3.27:1 

100  gr.  manteca 

— — 5 

529  c.  c. 

47.60 

13.64 

3.49:1 

Inanición 

— — 6 

460  c.  c. 

40.12 

13.94 

2.88:1 

150  gr.  manteca 

— — 7 

720  c.  c. 

51.06 

17.28 

2.95:1 

360  gr.  carne 

Enero  8 de  1901. — Peso  10.4  kilos. 


con  que  se  alimentó  el  animal  de  nuestro  experimento,  rela- 
tivamente fue  mayor  que  la  que  ellos  administraron  á sus 
perros.  La  perra  que  sirvió  á nuestro  experimento,  murió  á 
consecuencia  de  la  morfina  que  se  le  administró,  y heclia  la 
autopsia  reveló  lo  siguiente:  infiltración  grasosa  en  todos  los 
órganos,  principalmente  en  el  hígado  y tejido  muscular,  di- 
latación de  los  vasos  quilíferos  y una  emulsión  espesa,  todo 
lo  cual  prueba  que  la  grasa  con  que  se  alimentó  el  animal, 
fué  digerida,  absorbida  y oxidada  ó depositada  como  tal  en  el 
organismo. 

Nuestros  experimentos  confirman  los  del  profesor  Lusk 
y los  de  Halsey  y se  oponen  á los  de  Hartogh,  Schuinm  y 
Rumpf.  ¿Pero  cómo  explicar  el  exceso  de  glucosa  en  los  ex- 
perimentos de  esos  señores?  Los  análisis  fueron  defectuosos 
ó la  alimentación  por  medio  de  la  azúcar  fué  excesiva  antes 
del  experimento  y,  por  lo  tanto,  las  proporciones  obtenidas 
fueron  extraordinarias. 

Al  terminar,  deseamos  expresar  nuestra  gratitud  á los 
señor  miembros  del  Tercer  Congreso  Médico  Pan-Ame- 
ricano, por  la  benevolencia  que  nos  ha  dispensado. 
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LA  SITUACIÓN  TOPOGRÁFICA  DEL  APÉNDICE  CECAL 


POR  EL 

•DR.  JOSE  A.  PR  ES/NO 

(habana,  cuba) 

Incesantes  estudios  se  lian  realizado  para  tratar  de  fijar 
la  descripción  de  los  órganos  contenidos  en  la  fosa  iliaca 
derecha. 

El  ciego  y el  apéndice,  la  serosa  peritoneal  que  los  re- 
viste, sus  fositas  y repliegues,  han  sido  en  estos  últimos  años 
objeto  de  trabajos  tan  documentados  y de  resultados  en  apa- 
riencia tan  dispares,  que  en  la  actualidad  es  difícil  orientarse 
sobre  algunos  puntos  concretos  de  la  anatomía  de  esos  órga- 
nos; y es  que  una  variabilidad  extremada  constituye  el  carác- 
ter predominante  de  su  morfología,  sobre  todo,  en  lo  que  se 
refiere  al  apéndice  cecal,  órgano  rudimentario,  en  vías  de 
regresión. 

En  cambio,  la  Anatomía  topográfica  del  apéndice  es  to- 
davía, relativamente,  un  estudio  por  hacer,  y en  el  punto 
concreto  de  la  situación  del  órgano,  son  tantas  las  variedades 
descritas  en  el  número  considerable  de  apéndices  examinados 
por  los  investigadores,  que  Berry  1 ha  podido  decir:  “la  única 
noción  cierta  que  se  tiene  sóbrela  situación  del  apéndice  cecal, 
es  la  incertidumbre  de  esa  situación.” 

Es  evidente  el  interés  que  para  el  cirujano  ha  de  tener 
la  fácil  investigación  de  este  órgano,  en  frecuentes  interven- 
ciones. Pero  una  relación  minuciosa  de  todos  los  sitios  tan 
diversos  que  el  apéndice  puede  ocupar,  quitaría  importancia 
práctica  á la  utilización  de  dicho  conocimiento  en  cirugía; 
por  eso,  en  este  trabajo,  aprovechando  las  investigaciones  que 
se  han  hecho  y las  estadísticas  publicadas  sobre  la  situación 
del  apéndice;  añadiendo  los  datos  que  nosotros  hemos  podido 
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reunir  y examinándolos  todos  cuidadosamente,  nos  propone- 
mos deducir  fórmulas  precisas,  cuyo  conocimiento  reportará 
utilidad  desde  el  punto  de  vista  quirúrgico. 

Hemos  anotado  la  situación  del  apéndice  en  40  casos 
examinados  en  el  Anfiteatro  ó en  intervenciones  practicadas 
en  casos  nuestros  y de  otros  colegas;  hemos  examinado  866 
casos  de  estadísticas  publicadas  por  distintos  anatómicos.  En 
resumen,  de  los  906  apéndices  considerados,  deducimos  su 
situación  refiriéndola: 

A/  á su  implantación  en  el  ciego. 

B/  con  relación  al  ciego  y al  íleon. 

C/  con  relación  á la  pared  abdominal. 

❖ 

* ❖ 

A.  — El  apéndice  nace — fórmula  general — de  la  pared 
póstero-interna  del  ciego , á dos  ó tres  centímetros  por  debajo 
del  ángulo  ileo-cecal  (Jonnesco),  2 sitio  de  reunion  de  la  ban - 
deleta  anterior  del  ciego , que  es  la  primera  que  el  cirujano 
encuentra  sobre  éste  al  abrir  el  vientre,  con  las  dos  bandeletas 
posteriores , interna  y externa . Es  el  reparo  que  aconseja  Te- 
rrier, 3 para  la  investigación  del  apéndice  en  las  operaciones 
de  apendicitis:  “si  se  tiene  cuidado  de  proceder  metódicamen- 
te y de  seguir  la  bandeleta  cecal,  se  llega  sobre  el  apéndice 
entero  ó sobre  lo  que  de  él  quede.” 

A veces,  en  el  adulto,  el  apéndice  nace  del  punto  más 
declive  del  ámpula  cecal,  reproduciendo  así  el  tipo  de  implan- 
tación que  primitivamente  se  observa  en  el  feto.  Por  excepción 
nace  de  la  cara  anterior  del  ciego. 

❖ 

❖ ❖ 

B.  — Como  veremos  enseguida,  el  medio  más  práctico  y 
fácil  de  considerar  la  situación  intra-abdominal  del  apéndice, 
es  refiriéndola  al  ciego  y al  íleon.  Permite  establecer  en  térmi- 
nos bastante  precisos  la  relativa  posición  del  órgano.  En  los 
40  casos  propios  que  hemos  examinado,  anotamos:  17  veces, 
posición  sub-ileal;  13  veces,  posición  retro-cecal;  10  veces, 
pelviana. 

El  anatómico  y cirujano  inglés  Frederic  Treves,  4 en 
1885,  es  uno  de  los  que  inician  el  estudio  de  la  situación  del 
apéndice  examinando  con  este  motivo  un  gran  número  de 
sujetos  (100  cadáveres).  En  la  mayoría  de  los  casos,  encontró 
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al  apéndice  detrás  de  la  porción  terminal  del  íleon;  en  un  8 
por  ciento  de  veces,  detrás  del  ciego;  en  la  pequeña  pelvis, 
después;  en  un  caso  estaba  el  apéndice  transversalmente 
situado  delante  de  la  eminencia  lumbo-sacra.  La  primera  de 
las  posiciones  encontradas  por  Treves — detrás  de  la  porción 
terminal  del  íleon  y de  su  mesenterio — corresponde  á la  va- 
riedad sub-ileal,  que,  como  después  se  verá,  es  la  más  fre- 
cuente de  las  posiciones  del  apéndice.  Siguen  á ésta  por  orden 
de  frecuencia,  en  la  estadística  de  Treves,  la  posición  retro- 
cecal  y la  posición  pelviana. 

Fergnsson  5 en  1891,  encontró  en  200  cadáveres:  65  ve- 
ces, el  apéndice  detrás  del  ciego;  19  á lo  largo  del  borde  del 
ciego;  18  sobre  el  borde  interno  del  ciego;  11  descendiendo 
basta  la  pelvis.  Los  datos  obtenidos  resultan  algo  confusos; 
pero  á lo  que  parece,  el  autor  encontró  con  más  frecuencia  la 
situación  retro-cecal  del  apéndice. 

Lockwood  y Rolleston,  6 en  1892,  encontraron  en  160 
cadáveres:  140  veces,  libre  y péndulo  al  apéndice;  56  veces, 
adberente:  á la  fosita  sub-cecal;  á la  cara  profunda  del  cie- 
go, etc.  Refiriéronse,  sobre  todo,  á la  independencia  ó á las 
adherencias  contraídas  por  el  apéndice. 

Laíforgue  7 en  1887,  examina  227  sujetos — 27  fetos  ó 
embriones  y 200  niños  ó adultos — y es  el  primero  que  trata 
de  precisar  la  situación  del  órgano,  estableciendo  tipos  de 
frecuencia.  Asigna  al  apéndice  una  de  estas  tres  situaciones: 
situación  iliaca  externa;  el  apéndice  ocupa  la  fosa  iliaca  de- 
recha, por  fuera  del  psoas,  dirigiéndose  hacia  la  espina  iliaca 
anterior  y superior,  49  por  ciento.  Situación  iliaca  media;  el 
apéndice,  situado  más  adentro,  descansa  sobre  él  psoas  y aun 
sobre  la  columna  vertebral,  20  por  ciento.  Situación  pelviana ; 
20  por  ciento. 

Resulta  más  preciso  el  referir  la  posición  del  apéndice 
al  ciego  y al  íleon,  que  no  á la  totalidad  de  la  fosa  iliaca,  como 
hace  la  anterior  estadística. 

Jonnesco  8 señala  la  siguientes  situaciones  que  puede 
ocupar  el  apéndice,  con  relación  al  ciego,  al  colon  ascendente 
y á la  extremidad  terminal  del  íleon  y del  mesenterio:  UA/ 
Sub-cecal:  el  apéndice  pende  debajo  y generalmente  á la  iz- 
quierda del  ciego.  Cuando  éste  se  halla  situado  debajo  del 
hígado  y afecta  el  tipo  embrionario,  el  apéndice  se  dirige 
como  el  ciego,  al  cnal  prolonga,  transversalmente  de  izquier- 


da  á derecha.  B / . Pre-cecal:  se  dobla  hacia  arriba  y adelante, 
pasa  sobre  la  pared  anterior  del  ciego,  ya  transversalmente 
de  izquierda  á derecha,  ya  verticalmente  arriba  siguiendo  el 
borde  interno  de  esta  pared.  C / . Retro-cecal:  el  apéndice  se 
encorva  hacia  arriba  y atrás,  pasa  detrás  del  ciego  y del  colon 
ascendente,  tan  pronto  íntimamente  aplicado  á su  pared  pos- 
terior, tan  pronto  libre  y móvil;  por  su  extremidad  libre,  se 
dirige  tan  pronto  á la  derecha,  hacia  el  riñón  derecho  y el 
hígado,  tan  pronto  á la  izquierda,  hacia  la  cara  posterior  de 
la  extremidad  terminal  del  íleon  y del  mesenterio;  á menudo 
contrae  adherencias  con  estos  diversos  órganos.  D / Latero- 
cecal:  el  apéndice  rodea  el  fondo  del  ciego  y sube  sobre  su  cara 
lateral  derecha,  ó se  dirige  á la  izquierda  del  ciego,  hacia  la 
porción  terminal  del  íleon.” 

Pocas  ventajas  ofrece  esta  división  por  no  establecérsela 
proporción  de  frecuencia. 

Tufiier  y Jeanne  9 en  1895,  y en  117  casos  examinados, 
han  reconocido  12  posiciones  distintas  del  apéndice,  que  son 
por  orden  de  frecuencia: 


Sub-ileal  visible 27  veces. 

Pelviano 22 

Directamente  retro-cecal 20 

Retro-cecal  interno 11 

Mi-iliaco,  Mi-pelviano 10 

Para-cecal,  Para-cólico 9 

Sub-cecal 5 

Sub-ileal,  oculto  por  el  íleon 5 

Pre-ileal 3 

Retro-ileal 2 

Retro-cólico 2 

Pre-cecal 1 


Estas  posiciones  pueden  reducirse,  como  ha  hecho  Gi- 
lis,  10  agrupándolas  del  modo  siguiente: 


27  veces. 


2 
11 

f Retro-cecal,  directamente 20 

Posición  retro-ceca,  136  veces  j SulM*caÍ\  .f.  ÜÜ?. ! . ..  5 

[ Retro-cólico 2 


Posición  sub-ileal , 45  veces 


Í Sub-ileal  visible 

Sub-ileal  oculto 

Retro-ileal 

Retro-cecal  interno. 


Posición  pelviana,  32  veces 


í Pelviano 

\ Mi-iliaco,  Mi-Pelviano 


Posición  excepcional 


Pre-ileal. 

Pre-cecal 


22 

10 


3 

1 


Tuffier  y Jeanne,  hacen  constar  que  no  dan  estas  pro- 
porciones como  completamente  aplicables  á todas  las  edades, 
pues  sus  observaciones  “se  refieren  casi  exclusivamente  á 
viejos  de  sistema  muscular  y ligamentoso  relajado  y frecuen- 
temente afectados  de  ptosis  viscerales.”  No  obstante,  son  esas 
las  proporciones  que  observamos  en  adultos. 

Gilis  11  en  1900  y en  12  cadáveres  que  examina,  encuen- 
tra: posición  retro-cecal,  5 veces;  posición  sub-ileal,  4 veces; 
posición  pelviana,  3 veces. 

Perondi  12  en  50  apéndices,  examinados  en  el  Instituto 
Anatómico  de  Florencia,  observa  10  veces  la  variedad  retro- 
cecal.  No  señala  las  otras  situaciones. 

Resumiendo:  de  todo  lo  expuesto  podemos  concluir,  que 
el  apéndice  es  por  orden  de  frecuencia:  19  Sub-ileal;  29  retro- 
cecal;  39  pelviano  y por  excepción  pre-cecal  ó pre-ileal. 

❖ ❖ 

C. — Las  investigaciones  que  se  han  hecho  de  las  pro- 
yecciones del  apéndice  sobre  los  planos  superficiales,  no  pue- 
den ser  más  pobres  en  número  y en  resultados  prácticos. 
Berry  13  en  su  libro  sobre  los  “Repliegues  y f ositas  del  ciego 
y Anatomía  topográfica  del  apéndice  vermiforme,”  pasa  re- 
vista á esta  cuestión  examinando  las  obras  y atlas  de  Anato- 
mía topográfica,  de  Pirogoff,  Riidinger,  Symington,  Braune; 
apenas  se  obtiene  dato  que  pueda  utilizarse  en  la  práctica. 
El  mismo  Berry  consigna  las  investigaciones  que  realizó 
“por  medio  de  secciones  transversales,  en  3 cadáveres  de  fetos 
congelados.”  Las  secciones  transversales  qne  interesaban  el 
apéndice,  correspondían  al  plano  superior  de  la  cuarta  vérte- 
bra lumbar.  Como  se  comprende,  esta  proyección  del  apén- 
dice sobre  la  pared  posterior  del  tronco  sólo  tiene  un  interés 
teórico. 

“Unicamente — dijo  Jonnesco — desconociendo  la  extrema 
variabilidad  del  sitio  del  apéndice,  pudiera  buscarse  un  punto 
preciso  de  la  pared  abdominal  anterior  al  cual  corresponde- 
ría;” pero  del  mismo  modo  que  hemos  llegado  á encerrar  en 
una  sencilla  fórmula  las  variaciones  de  sitio  del  apéndice, 
trataremos  de  hacerlo  en  lo  que  se  refiere  á su  proyección 
sobre  la  pared  abdominal  anterior. 

Nosotros,  por  secciones  transversales  en  cadáveres  con- 
servados é indurados  con  formol  y por  transfixión  con  agujas 


de  la  fosa  iliaca  derecha,  hemos  llegado  á concluir,  de  las  ex- 
periencias hechas  en  20  sujetos,  que  el  apéndice  corresponde 
— fórmula  general  que  comprende  el  mayor  número  de  casos 
— á la  pared  del  abdomen,  por  debajo  y por  fuera  del  punto 
medio  de  la  línea  ileo-umbilical , llamado  en  clínica  punto  de 
Mac  Burney. 

Una  consecuenca  práctica  se  deriva  inmediatamente  de 
esta  conclusión:  la  ventaja  de  las  incisiones  laterales  y para- 
lelas al  arco  crural,  como  la  incisión  de  Roux,  la  de  Mac  Bur- 
ney, en  las  operaciones  de  apendicitis. 
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APLICACIÓN  DEL  FORMOL  Á LA  TÉCNICA  ANATÓMICA 


POR  EL 

•D-R.  JOSE  A.  PRES/NO 

(HABANA  , CUB  A .) 

Desde  que  en  1891  Trillat  demostró  el  valor  antiséptico 
del  formol,  se  generalizaron  sus  aplicaciones  á la  desinfección 
y á la  conservación  en  general.  La  higiene,  las  artes  indus- 
triales, aprovecharon  su  poder  esterilizante  y la  Anatomía  no 
tardó  en  utilizarlo. 

En  este  trabajo  exponemos  el  resultado  de  nuestra  ex- 
periencia personal  sobre  algunas  aplicaciones  del  formol  á la 
Anatomía  macroscópica,  experiencia  adquirida  en  el  Anfitea- 
tro de  la  Facultad  de  Medicina  durante  los  meses  de  Julio  á 
Noviembre  de  1900. 

Propiedades  del  Formol  que  le  han  hecho  aplicable  á la  Anatomía 

El  formol,1  formalina,2  ó formaldehido,  tal  como  se  en- 
cuentra en  el  comercio,  se  halla  constituido  por  la  disolución 
acuosa  concentrada  á 40%  del  gas  aldehido  fórmico;  ó más 
bien,  por  la  reunión  de  varios  de  sus  derivados  polimerizados 
solubles  en  el  agua. 

Poder  antiséptico. — La  potencia  antiséptica  del  for- 
mol es  superior  á la  del  bicloruro  de  mercurio.  Trillat  comu- 
nicó á la  Academia  de  Ciencias  de  París,  en  30  de  Mayo  de 
1892,  las  experiencias  comparativas  que  hizo  sobre  jugos  de 
carne.  Dosis  de  formol  ó de  sublimado  variables  desde  1/1.000 
á 1/50.000  las  hacía  actuar  sobre  10  centímetros  cúbicos  de 


1 Nombre  dado  por  la  fabrica  Meister  Lucius  v.  Brüning,  de  Hochst  am 

Mein. 

2 Nombre  dado  por  la  fábrica  Schering,  de  Berlín. 


caldo;  colocados  los  ensayos  en  la  estufa  á la  temperatura 
constante  de  30°,  se  obtenía:  que  á la  dosis  de  1/50.000  era 
ya  muy  sensible  la  acción  del  formol  sobre  la  descomposición, 
y á la  dosis  de  1/25.000  los  caldos  no  experimentaban  nin- 
guna alteración  al  cabo  de  cuatro  días.  Con  semejantes  pro- 
porciones de  bicloruro  de  mercurio,  los  caldos  estaban  des- 
compuestos después  de  24  horas.  A la  dosis  de  1/12000  de 
aldehido  fórmico,  los  caldos  seguían  intactos  después  de  varias 
semanas;  á la  dosis  de  1/6000  de  bicloruro  los  caldos  se  des- 
componían al  cabo  de  cinco  ó seis  días. 

En  el  Congreso  internacional  de  Moscou  (Agosto  de 
1898),  Le  Dentu  hizo  notar  á propósito  del  tratamiento  de  las 
heridas  infectadas,  que  de  sus  investigaciones  experimenta- 
les y clínicas  deducía  que  el  poder  esterilizante  del  formol 
era  dos  veces  más  considerable  que  el  del  sublimado. 

En  solución  al  1/10.000  el  formol  detiene  el  desarrollo 
de  la  bacteridia  carbuncosa,  del  vibrión  colérico,  del  bacilo 
tífico,  del  estafilococo  dorado,  del  bacilo  de  Klebs-Laeffler. 
Sus  vapores,  aun  diluidos,  actúan  del  mismo  modo.  En  solu- 
ción al  1/100,  mata  los  cultivos  puros  de  microorganismos 
patógenos  en  el  espacio  de  una  hora;  acción  bactericida  aun 
más  rápida,  si  la  solución  de  formol  es  alcohólica.  Una  solu- 
ción á 10/100  hace  estériles  las  heces  fecales  en  el  espacio 
de  10  minutos  (Walter). 

Poder  desodorante. — Esta  propiedad  la  posee  el  for- 
mol en  un  grado  verdaderamente  extraordinario.  Los  tejidos 
gangrenados  pierden  inmediatamente  su  olor  penetrante  al 
contacto  de  una  solución  de  formol  al  2/100  (Le  Dentu).  Se- 
gún las  experiencias  de  Walter  una  solución  al  1/100  deso- 
doriza  instantáneamente  las  heces  fecales.  Como  ya  hicimos 
notar  en  un  trabajo  anterior,  la  atmósfera  mal  oliente  de  las 
salas  de  Disección  no  existe  con  el  empleo  del  formol. 

Acción  fijadora  y EndurEcedora. — Los  órganos  con- 
servados por  el  formol  quedan  en  la  misma  forma  y posición 
que  tenían  antes  de  ser  sometidos  á su  influencia.  Esta  ac- 
ción fijadora  se  debe  al  gran  poder  de  penetración  del  formol, 
superior  en  intensidad  y rapidez  al  alcohol  absoluto  y á todos 
los  otros  fijadores  conocidos;  por  voluminosa  que  sea  la  pieza 
que  se  conserve,  el  formol  penetra  rápidamente  hasta  su  cen- 
tro, cuando  el  alcohol  lo  hace  tarde,  después  de  alterarse  en 
parte  los  tejidos  centrales. 
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Reymer  1 que  lia  estudiado  comparativamente  la  acción 
fijadora  del  forrnol,  sublimado  y alcohol  absoluto,  establece 
que  de  los  cuatro  reactivos  el  forrnol  penetra  mejor  y da  en 
general  las  fijaciones  más  finas,  y concluye  que  el  forrnol  es 
uno  de  los  fijadores  más  fieles  que  existen.  Además  de  su  fi- 
jación, los  órganos  conservados  por  el  forrnol  son  indurados 
de  tal  manera,  que  los  órganos  huecos  conservan  su  cavidad 
sin  deprimirse  las  paredes  y pueden  seccionarse  como  si  fue- 
ran de  caucho. 

El  forrnol  ejerce  estas  propiedades  aumentando  un  poco 
el  volumen  de  los  órganos,  porque  no  deshidrata  los  tejidos 
como  lo  hace  el  alcohol. 

Por  lo  demás,  la  acción  del  forrnol  no  se  ejerce  igual- 
mente sobre  todos  los  tejidos.  Según  DelPIsola,  que  ha  estu- 
diado el  valor  del  forrnol  en  histología,  este  agente  ejerce 
una  acción  favorable  solamente  sobre  los  tejidos  derivados  del 
ectodermo,  y desfavorable  sobre  los  tejidos  derivados  del  me- 
sodermo  excepto  huesos  y cartílagos. 

Acción  sobre  las  materias  colorantes. — El  forrnol 
conserva  mejor  que  el  alcohol  el  color  y el  pigmento  de  los 
diversos  tejidos  animales,  de  las  plantas  y de  las  flores.  En 
cambio,  disuelve  la  hemoglobina  y hace  palidecer,  por  lo  tan- 
to, los  tejidos  animales. 

Toxicidad. — Superior  al  bicloruro  de  mercurio  en  poder 
antiséptico,  el  forrnol  le  es  inferior  en  toxicidad;  con  razón 
le  ha  llamado  Stahl  “sublimado  no  tóxico.”  Aronson,2  ha  de- 
terminado la  toxicidad  relativa  del  forrnol  y del  sublimado: 
la  dosis  mortal  de  formaldehido  en  inyección  subcutánea  para 
un  conejo,  es  de  24  centigramos  por  kilogramo  de  peso.  Esa 
dosis  es  de  15  miligramos  para  el  sublimado. 

La  Conservación  anatómica  por  el  Forrnol 

Como  ya  digimos  al  principio,  sólo  nos  referiremos  á la 
conservación  en  Anatomía  macroscópica,  que  es  en  la  que 
tenemos  experiencia.  Expondremos:  19  la  conservación  de 


1 Citado  por  BoeeES  LEE  ET  Henneguy  en  Traite  des  met.  tech  de  V Anat , 
micr.  1896.  p.  66. 

2 En  Trieeat,  La  Formaldéhyde  et  ses  applications.  1896,  p.  33. 
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los  globos  oculares;  2?  la  conservación  de  los  centros  nervio- 
sos; 39  la  conservación  de  los  cadáveres  enteros. 

Conservación  de  los  globos  oculares 

Basta  mantener  dos  días  en  una  solución  de  formol  al 
10/100  un  globo  ocular,  para  que  se  conserve  y se  endurezca. 
El  ojo  endurecido  por  el  formol  puede  cortarse  en  dos  mi- 
tades. 

Las  membranas  oculares  conservan  siempre  sus  relacio- 
nes en  los  diversos  cortes.  El  formol  fija  el  ojo  en  su  forma 
y posición,  y la  fijación  se  obtiene  más  rápidamente  que  con 
el  bicromato  potásico,  conservando  la  córnea  y el  cuerpo  vi- 
treo su  semitransparencia.  La  conservación  del  globo  ocular 
se  hace  indefinida,  si  el  contacto  con  la  solución  se  prolonga 
por  varios  días. 

Para  conservar,  indurar  y fijar  rápidamente  globos  ocu- 
lares sin  necesidad  de  mantenerlos  sumergidos  en  soluciones 
de  formol,  hemos  puesto  en  práctica  y recomendamos  el  si- 
guiente proceder  que  constituye  un  recurso  inapreciable  en 
la  preparación  de  piezas  secas . Consiste  en  inyectar  dentro 
del  globo,  con  una  jeringuilla  hipodérmica,  una  cantidad  de 
formol  suficiente  para  determinar  la  tensión  de  las  membra- 
nas oculares  (3  ó 4 gramos  de  formol  según  el  tamaño  del 
ojo).  Así  hemos  conservado  globos  oculares  en  piezas  secas 
que  debían  prepararse  con  gran  rapidez.  Por  la  conservación 
intacta  de  la  forma  del  ojo,  el  proceder  que  describimos  es  su- 
perior á la  clásica  inyección  de  mercurio  dentro  del  globo 
ocular. 

Conservación  de  los  centros  nerviosos 

Con  el  bicromato  de  potasa,  se  poseía  en  Técnica  Ana- 
tómica un  agente  conservador,  indurante  y fijador,  que  pres- 
taba grandes  servicios  para  el  estudio  de  los  centros  nervio- 
sos; el  formol  le  superó  en  resultados. 

Con  el  bicromato,  un  cerebro  humano  de  adulto  tarda  un 
año  en  indurarse;  la  substancia  cerebral  se  vuelve  friable  y 
los  grandes  cortes  macroscópicos  del  cerebro,  destrozan  éste. 
Con  el  tiempo,  el  córtex  cerebral  se  desmorona  hasta  redu- 
cirse á polvo. 

En  cambio,  un  cerebro  sumergido  en  una  solución  de 
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formol  al  15%  durante  24  horas,  es  ya  perfectamente  mane- 
jable; está  endurecido,  pudiéndose  dar  cortes  en  él. 

Los  centros  nerviosos  conservados  por  el  formol  aumen- 
tan ligeramente  de  peso  y de  volumen,  pero  la  forma  queda 
intacta;  la  substancia  blanca  y la  gris  se  diferencian  perfec- 
tamente. 

Para  conservar  é indurar  por  el  formol  los  centros  ner- 
viosos destinados  al  estudio  macroscópico,  basta  mantenerlos 
durante  una  semana  en  una  solución  de  formol  al  10  por 
ciento  y después  conservarlos  definitivamente,  de  una  de  estas 
tres  maneras:  19  en  una  solución  de  formol  al  5 por  ciento; 
29  embebiéndolos  de  glicerina  y conservándolos  en  seco  (pro- 
ceder de  Lanzillotti);  39  guardándolos  en  alcohol  (proceder 
de  Waldeyer). 

Conservación  de  los  cadáveres 

Estaba  demostrado  el  valor  del  formol  en  Anatomía  mi- 
croscópica y los  naturalistas  le  empleaban  con  éxito  para  la 
conservación  de  ejemplares;  así  los  doctores  Blum,  padre  é 
hijo,  en  1893,  conservaron  de  este  modo  las  colecciones  de  his- 
toria natural  del  Museo  Senckenberg,  de  Francfort  sobre  el 
Main.  Tales  resultados,  determinaron  el  empleo  de  este  agen- 
te para  conservar  los  cadáveres  destinados  á los  cursos  de 
Disección  y de  Medicina  operatoria. 

La  conservación  de  los  cadáveres  enteros  no  podía  reali- 
zarse, prácticamente,  sino  por  el  método  de  las  inyecciones 
generales,  y en  1895,  Gerota,  en  el  Instituto  anatómico  de 
Berlín,  y Dalla  Rosa,  en  Viena,  practicaron  las  primeras. 
Reverdin  en  Ginebra,  Testut  en  Lyon,  Paes  en  Rio  Janeiro, 
Hewson  en  Filadelfia,  emplearon  el  formol  en  sus  servicios 
anatómicos.  Nosotros  hemos  introducido  su  práctica  en  Cuba. 

La  Técnica  seguida  para  las  inyecciones  generales  de 
formol  es  la  siguiente:  la  hidrotomía  debe  preceder  á la  in- 
yección conservadora.  He  aquí  como  practicamos  ambas: 
descubierta  la  yugular  interna,  introducimos  en  ella  hasta  el 
corazón  un  largo  tubo  de  vidrio.  Con  una  jeringa  modelo 
Collin  y con  una  presión  moderada,  inyectamos  agua  por  la 
carótida  primitiva,  y cuando  ya  se  ve  salir  el  agua  mezclada 
con  la  sangre  por  el  tubo  de  vidrio  colocado  en  la  yugular, 
se  quita  éste,  se  liga  la  vena  y se  inyecta  por  la  cánula  caro- 
tídea  la  solución  de  formol.  Puede  pasarse  sin  el  tubo  de 
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vidrio,  dejando  la  vena  abierta  mientras  se  hace  la  hidroto- 
mía,  que  aconsejamos  no  sea  completa. 

La  solución  conservadora  debe  variar  según  se  destinen 
los  cadáveres  inyectados  á la  Disección  de  los  órganos,  ó al 
estudio  en  cortes. 

Para  las  prácticas  de  Disección , es  indispensable  añadir 
glicerina  á la  solución  de  formol  para  atenuar  el  endureci- 
miento que  éste  ejerce  sobre  los  tejidos,  y que  dificultaría, 
sobre  todo,  la  disección  de  los  músculos.  Este  endurecimiento 
elástico  podemos  graduarlo  según  el  título  de  la  solución  for- 
molada  que  inyectemos,  y la  cantidad  de  glicerina  que  se 
añada. 

Gerota,  que  hizo  sus  experiencias  en  Berlín,  estableció: 
que  la  solución  de  formol  de  6 por  ciento  en  cantidad  de  cinco 
litros  por  cadáver,  conservaba  muy  bien  durante  el  verano,  y 
que  en  el  otoño  la  solución  de  formol  de  5 por  ciento  en  can- 
tidad de  cinco  litros  por  cadáver,  conservaba  muy  bien  y por 
largo  tiempo  los  cadáveres  destinados  álos  estudios  prácticos. 
Según  los  ensayos  de  Reverdin,  de  Ginebra,  resulta  que  la 
dosis  de  120  gramos  de  formalina  suficiente  durante  los  meses 
de  Abril  y Mayo,  no  lo  es  ya  en  verano  y debe  ser  aumen- 
tada. 

En  Cuba,  una  cantidad  de  formol  menor  de  600  gramos 
no  debe  emplearse,  al  menos  en  verano,  porque  no  conserva- 
ría el  sujeto.  Nosotros  hemos  practicado  una  inyección  con 
800  gramos  de  formol;  el  cadáver  perfectamente  conservado 
sirvió  para  las  disecciones  durante  un  mes,  y era  el  mes  de 
Julio,  con  temperaturas  de  30°  á la  sombra. 

La  fórmula  siguiente  puede,  entre  nosotros,  usarse  con 
éxito,  para  una  prolongada  conservación  y en  la  época  de  los 
grandes  calores. 

Formol  (Solución  comercial  al  40%) 800  gramos. 

Glicerina  2 litros. 

Agua 3 ,, 

La  acción  disolvente  del  formol  sobre  la  hemoglobina, 
hace  decolorar  tanto  los  músculos,  que  quita  toda  belleza  á 
una  preparación  de  miología.  Para  disminuir  este  defecto, 
hay  que  agregar  á la  solución  anterior  acetato  de  sosa,  en 
cantidad  de  50  gramos  (10  por  mil  de  inyección).  Puede  aña- 
dirse en  su  lugar  acetato  y nitrato  de  potasa  como  en  la  solu- 
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ción  de  Keiserling,  1 ó sulfato  de  sosa  como  en  la  solución  de 
Pick,  2 empleadas  en  Anatomía  para  la  conservación  de  pie- 
zas por  inmersión.  Hewson,  en  el  “Jefferson  Medical  College” 
de  Filadelfia,  asocia  al  formol  arseniato  de  sosa  para  conser- 
var el  color.  Solución  Hewson: 

Arseniato  desosa 2 kilos. 

Agua  hirviendo 7,850  c.  c. 

Hiérvase  hasta  disolver  por  completo  y añádase: 

Glicerina 2,000  e.  c. 

Formaldehido 100  á 150  c.  c. 

Se  deja  enfriar  la  solución  y se  separa  el  exceso  de  ar- 
seniato sódico. 

La  adición  de  otro  agente  conservador  á la  solución  de 
formol,  hace  que  pueda  también  disminuirse  la  cantidad  del 
último. 

Esta  práctica  permite  que  la  solución  participe  de  las 
propiedades  del  formol,  atenuando  en  cambio  sus  dos  grandes 
inconvenientes  para  la  disección:  la  decoloración  de  los  múscu- 
los y la  dificultad  de  practicar  inyecciones  vasculares  repleti- 
vas  en  sujetos  ya  conservados,  por  la  induración  délos  tejidos. 

Hemos  asociado  á la  solución  de  formol,  cloruro  de  zinc; 
pero  le  desechamos,  porque  éste  blanquea  los  músculos  y es 
más  caro  que  el  formol.  El  cloruro  de  zinc,  bueno  para  em- 
balsamamientos, es  inferior  á otros  muchos  agentes  conserva- 
dores en  los  Anfiteatros. 

El  ácido  arsenioso  y el  ácido  fénico  dan  excelentes  re- 
sultados asociados  al  formol,  y en  nuestro  sentir  esta  asociación 


1 Solución  de  Keiserling:  Formol  40  por  ciento 750 

Nitrato  de  plata 10 

Acetato  de  potasa 30 

Agua  destilada 1000 


La  pieza  es  mantenida  24  horas  en  la  solución  ; después,  12  horas  en  alcohol 
á 80  por  ciento;  luego  en  alcohol  á 95  por  ciento  dos  horas,  y finalmente  se  sumer- 
gen en  partes  iguales  de  agua  y glicerina  adicionadas  de  30  partes  de  acetato  sódico. 
El  color  apenas  se  altera. 

2 Pick  fija  las  preparaciones  en  la  siguiente  mezcla: 


Formol  (40  por  ciento).... 20 

Sal  de  Karlsbad  artificial 50 

Agua  destilada 1000 


Al  cabo  de  48  horas  sumerge  las  piezas  en  alcohol  á 80-85  por  ciento  durante 
algunas  horas,  y las  conserva,  en  fin,  en  una  solución  que  contiene:  acetato  de  sosa 
2,700  gramos,  agua  destilada  9,000  y glicerina  5,4000.  La  solución  propuesta  por 
Pick  á la  Sociedad  de  Medicina  de  Berlín,  en  Mayo  de  1900,  es  más  económica  que 
la  de  Keiserling. 


constituye,  al  presente,  la  mejor  solución  conservadora  para 
cadáveres  en  los  que  deban  practicarse  preparaciones  de  mio- 
logía,  ó inyecciones  repletivas.  Una  excelente  preparación — 
el  licor  de  Le  Prieur — tan  preconizado  por  los  Profesores  de 
la  Escuela  naval  de  Brest,  1 poseíamos  en  Técnica  anatómica, 
es  una  disolución  de  ácido  fénico,  ácido  arsenioso  y acetato 
de  sosa  en  agua  y glicerina,  en  felices  proporciones;  su  precio 
es  módico  por  la  poca  cantidad  de  glicerina  que  contiene;  el 
acetato  de  sosa  impide  la  decoloración  muscular  que  en  mayor 
ó menor  grado  producen  todos  los  agentes  conservadores.  Así 
es,  que  no  hemos  hecho  más  que  añadir  á la  solución  citada, 
formol  en  la  proporción  de  5 á 10  por  ciento.  He  aquí  la  fór- 
mula definitiva: 

Formol  (Solución  de  aldehido  fórmico  á 40%) 5 á 10  gramos. 

Acido  fénico  líquido 2,50 

Acido  arsenioso 2 

Glicerina  10 

Acetato  de  sosa 10 

Agua 75 

Esta  solución,  en  cantidad  de  5 á 6 litros  para  un  cadá- 

ver, conserva  perfectamente  y deja  los  tejidos  en  excelentes 
condiciones  para  la  disección. 

Keiller,  de  Galveston,  emplea  también  el  formol  asocia- 
do al  ácido  fénico  para  inyectar  el  cadáver,  sumergiéndole 
después  en  un  tanque  que  contiene  una  solución  fénico  for- 
molada,  débil,  adicionada  de  cloruro  de  sodio;  este  proceder 
tiene  por  objeto  oponerse  á la  aparición  del  moho  ó tierrecita 
(hongos),  en  los  cadáveres  conservados  desde  hace  tiempo,  ó 
á las  larvas  que  se  desarrollan  debajo  de  la  piel  y en  las  ca- 
vidades mucosas,  en  los  sujetos  mal  inyectados  ó ya  descom- 
puestos antes  de  la  inyección  presentadora.  Para  evitar  todo 
ésto,  es  más  práctico  envolver  el  cadáver  una  vez  inyectado, 
en  una  sábana  empapada  en  una  solución  formolada,  ó en 
bañar  las  partes  atacadas  con  el  mismo  líquido  ú otro  cual- 
quiera conservador. 

Si  en  las  prácticas  de  Disección  el  formol  ofrece  ventajas 
é inconvenientes  que  hay  que  atenuar,  en  el  estudio  de  las 
relaciones  de  los  órganos  por  medio  de  cortes,  esto  es,  en 
Anatomía  topográfica , su  empleo  sólo  ventajas  reporta.  El 
endurecimiento  elástico  que  el  formol  comunica  á los  tejidos, 


1 Auffret,  Manuel  de  "Dissection  des  régions  et  des  nerfs.  1881,  p.  30. 
TOMO  II  25 


38  G 


hace  que  un  corte  profundo  cualquiera  permita  ver  en  el  pla- 
no de  sección  las  capas  formadas  por  los  diversos  tejidos  con 
toda  limpieza  y regularidad  como  en  los  cadáveres  congelados. 
Los  cortes  transversales  de  los  miembros,  ofrecen  la  misma 
facilidad  para  practicarlos  que  si  estuviesen  congelados,  pues 
una  solución  concentrada  de  formol  llega  á dar  á los  tejidos 
la  consistencia  de  la  madera.  En  Cuba,  la  congelación  de  ca- 
dáveres enteros  es  punto  menos  que  impracticable,  por  las 
condiciones  de  nuestro  clima. 

Para  el  estudio  de  la  Anatomía  topográfica,  no  hay  ne- 
cesidad de  añadir  glicerina  á la  solución  acuosa  de  formol; 
basta  emplear  soluciones  al  25  ó 30%  en  cantidad  de  5 litros 
para  un  cadáver,  y adicionadas  de  acetato  de  sosa  (10  por  mil). 

El  endurecimiento  llega  á su  máximun,  si  después  de 
inyectado  el  cadáver,  se  sumergen  las  piezas  destinadas  á los 
cortes,  en  una  solución  acuosa  de  formol  á 10%. 

Conclusiones 

Los  resultados  de  la  aplicación  del  formol  á la  Anatomía 
macroscópica,  podemos  resumirlos  así: 

19  Por  el  empleo  del  formol  se  obtienen  las  mejores 
preparaciones  de  globos  oculares. 

29  Para  la  conservación  y endurecimiento  del  sistema 
nervioso,  el  formol  supera  á todos  los  otros  agentes  conocidos. 

39  En  los  Anfiteatros,  su  utilización  es  valiosa  en  vir- 
tud de  su  cuádruple  acción:  conservadora , fijadora , desodo- 
rante y endurecedora;  conjunto  de  propiedades  que  no  las 
reúne  ningún  otro  agente  de  los  usados  hasta  hoy  en  Técnica 
Anatómica. 

49  Para  las  prácticas  de  disección,  el  formol  ofrece  dos 
inconvenientes:  la  decoloración  de  los  músculos  y la  rigidez 
que  comunica  á los  órganos.  Añadiendo  acetato  de  sosa  y 
ácido  fénico  y arsenioso  á la  solución  conservadora,  como  ya 
hemos  descrito,  se  atenúan  dichos  inconvenientes. 

59  Para  el  estudio  de  la  Anatomía  topográfica,  el  for- 
mol no  reconoce  rival,  siendo  su  empleo  mucho  más  expedito 
y económico  que  la  congelación. 

69  El  formol  no  ofrece  peligros  para  los  disectores  en 
razón  de  su  poca  toxicidad;  únicamente  el  contacto  de  los 
dedos  con  los  tejidos  conservados  por  el  formol,  puede  irritar 
la  piel,  sobre  todo  cuando  se  emplean  soluciones  concentradas. 
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ASISTENTES:  Dr.  J.  Santos  Fernández,  de  la  Habana,  Presi- 
dente del  Congreso;  Dr.  J.  Patrón  Espada,  de  Yuca- 
tán, México;  Dr.  E.  Andrade,  de  Venezuela;  Dr.  H.  B. 
Young,  de  Burlington,  Iowa;  Dr.  Ramonell,  de  la  Ha- 
bana; y los  Dres.  J.  Dehogues,  de  la  Habana,  y Dr.  C. 
E.  Finlay,  de  la  Habana  (Secretarios). 

El  Dr.  Santos  Fernández  da  la  bienvenida  á los  miem- 
bros de  esta  Sección  y llama  á ocupar  la  Presidencia 
al  Dr.  J.  Patrón  Espada,  de  Yucatán,  México. 

El  Dr.  Andrade,  de  Venezuela:  presenta  dos  casos  de  ul- 
cus rodens  observados  en  la  Clínica  de  enfermedades 
de  los  ojos  del  Profesor  Secondi,  de  Génova,  los  cuales 
fueron  tratados  ventajosamente  por  las  inyecciones 
subconjuntivales  de  sublimado. 


El  Dr.  J.  Patrón  Espada:  pregunta  si  esta  úlcera  siempre 
es  marginal,  y si  la  disminución  en  la  sensibilidad  de 
la  córnea  era  muy  grande. 

El  Dr.  Andrade:  Esta,  en  sus  casos,  no  era  muy  marcada. 

El  Dr.  Finlay:  hace  mención  de  un  único  caso  de  ulcus 
rodens  que  ha  observado:  en  él  había  una  disminución 
marcada  de  la  sensibilidad  de  la  córnea  y la  lesión  le 
hizo  la  impresión  de  ser  de  naturaleza  neurotrófica. 
Con  la  cauterización  ígnea,  colirios  antisépticos,  la 
oclusión  del  ojo  y el  uso  interno  de  la  estricnina,  pudo 
sólo  detener  la  marcha  del  proceso  después  que  había 
producido  una  notable  disminución  en  la  agudeza 
visual,  por  la  opacidad  extensa,  si  bien  superficial,  de 
la  córnea  que  resultó.  No  hizo  cultivos. 

Hace  mención  de  otro  caso,  que  está  ahora  bajo 
su  tratamiento  y que  había  enseñado  al  Dr.  Andrade, 
que  presentaba  alguno  de  los  caracteres  del  Ulcus 
rodens,  siendo  esencialmente  distinto  del  Ulcus  serpens 
ordinario,  y que  más  bién  cae  bajo  la  denominación 
del  “Marginal  Ring  Ulcer”  de  Swanzy.  Existen  dos 
ulceraciones  de  la  córnea:  una  paralela  al  borde  supe- 
rior y la  otra  al  inferior,  de  11  m.  m.  de  distancia  del 
borde,  no  existiendo  hipopion.  Las  había  cauterizado 
y se  había  iniciado  una  mejoría.  De  unos  cultivos  ha- 
bía aislado  un  bacilo  que  resiste  al  Gram,  que  estudia 
ahora,  asociado  con  el  estafilococo  ordinario. 

El  Dr.  DehoguES:  ha  observado  ulceraciones  marginales 
de  la  córnea;  pero  ningún  caso  de  ulcus  rodens. 

El  Dr.  Santos  Fernández:  ha  empleado  las  inyecciones 
subconjuntivales  de  mercurio,  con  más  ó menos  éxito 
en  el  tratamiento  de  las  úlceras  de  la  córnea;  prefiere 
la  vaselina  iodoformada. 

El  Dr.  H.  B.  Young:  has  seen  a case  of  ulcus  rodens  com- 
plicating an  attack  of  facial  erisipelas.  He  obtained 
a good  result  from  the  use  of  tinct.  iodi.  In  reference 
to  the  etiology  he  thinks  that  the  nature  of  the  soil 
should  be  taken  into  consideration. 

(El  Dr.  H.  B.  Young:  ha  visto  un  caso  de  ulcus  rodens  co- 
mo complicación  de  un  caso  de  erisipela  de  la  cara. 
Ha  obtenido  buen  resultado  con  el  uso  de  la  tintura 
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de  iodo.  Con  respecto  á la  etiología,  cree  que  la  natu- 
raleza del  suelo  debe  tomarse  en  consideración). 

El  Dr.  E.  Andrade:  opina  que  la  naturaleza  del  terreno 
tiene  una  gran  influencia  sobre  el  curso  de  la  afección, 
de  aquí  la  gravedad  de  los  casos  que  se  ven  en  los 
Hospitales,  en  los  cuales  la  mayoría  de  los  enfermos 
están  mal  nutridos;  uno  de  sus  casos  de  Génova,  ocu- 
rrió en  un  soldado  que  había  participado  de  la  derrota 
de  la  Eritrea,  donde  había  sufrido  muchas  privacio- 
nes, siendo,  además,  cardiaco.  En  Génova  había  visto 
emplear  mucho  las  inyecciones  mercuriales  en  el  tra- 
tamiento de  las  úlceras  de  la  córnea,  siendo  una  jerin- 
guilla la  cantidad  inyectada  en  la  clínica  del  Profesor 
Secondi;  en  algunos  casos,  acompañados  de  hipopion, 
los  resultados  eran  sorprendentes,  mientras  que  en 
otros  parecía  acelerarse  le  perforación  de  la  córnea, 
dependiendo  ésto,  á su  juicio,  del  estado  de  la  conjun- 
tiva, estando  contraindicadas  cuando  hay  gran  que- 
mosis. 


El  Dr.  J.  Patrón  Espada:,  de  Yucatán,  México,  lee  su  tra- 
bajo sobre  “Manifestaciones  Oculares  de  la  Lepra.” 

El  Dr.  E.  Andrade:  le  interesa  el  encontrar  entre  las  lesio- 
nes oculares  de  la  Lepra  la  Queratitis  Intersticial, 
pues  hace  tiempo  opina  que  esta  afección  no  es  tan 
exclusivamente  sifilítica  como  generalmente  se  enseña. 

El  Dr.  J.  Santos  Fernández:  por  desgracia  ha  tenido  opor- 
tunidad de  observar  muchas  de  las  manifestaciones 
oculares  de  la  Lepra.  Opina  que  en  muchos  casos  la 
participación  del  ojo  es  primitiva,  como  lo  prueba  la 
mayor  cantidad  de  bacilos  leprosos  que  se  encuentran 
en  las  capas  superficiales  de  los  lepromas.  Ha  operado 
con  éxito  cataratas  en  leprosos,  lo  mismo  que  los  doc- 
tores Montalvo  y López,  de  esta  ciudad.  Cree  que  en 
algunos  casos  la  existencia  de  una  queratitis  intersti- 
cial, sea  debida  á la  asociación  de  la  Lepra  con  la  Sífi- 
lis ó con  la  Tuberculosis. 

El  Dr.  C.  E.  Finlay:  ha  visto  pocos  casos  de  lepra  en  su 
clientela  particular;  pero  en  dos  ocasiones  ha  exami- 
nado los  enfermos  asilados  en  el  Asilo  de  leprosos  de 
esta  ciudad,  habiendo  encontrado  lesiones  oculares  en 
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un  60  á 70%  de  los  casos.  Está  de  acuerdo  con  el  doc- 
tor Patrón,  en  considerará  estas  manifestaciones  como 
secundarias  á una  infección  general;  asimismo  encon- 
tró las  lesiones  limitadas  al  segmento  anterior  del  ojo, 
siendo  la  lesión  más  frecuente  unos  nodulos  episcle- 
rales  que  poco  á poco  invaden  la  periferia  de  la  córnea, 
el  iris  y el  cuerpo  ciliar,  finalmente  destruyendo  el  ojo. 
Considera  fácil  el  diagnóstico  diferencial  entre  la  que- 
ratitis intersticial  de  la  Lepra  de  las  otras  variedades, 
si  se  toma  en  consideración  la  presencia  de  otros  es- 
tigmas de  la  enfermedad.  También  ha  observado  la 
anestesia  de  la  córnea.  Llama  la  atención  sobre  la  for- 
ma especial  de  iritis  descrita  por  el  Dr.  Patrón.  En  el 
trabajo  de  éste  nota  una  • omisión,  pues  sólo  se  hace 
una  alusión  de  pasada  á la  caída  de  las  pestañas, 
mientras  que  este  síntoma  puede  considerarse  como 
uno  de  los  precursores  de  la  enfermedad,  encontrándo- 
se en  casi  todos  los  casos.  El  Dr.  E.  López,  en  un  tra- 
bajo que  publicó  hace  unos  años  en  los  “Archives  of 
Ophthalmology,”  llamó  la  atención  sobre  él;  se  en- 
cuentra, por  lo  regular,  asociado  á una  anestesia  de  la 
región  superciliar.  No  ha  visto  ningún  caso  de  Lepra 
que  no  presentase  este  síntoma. 

El  Dr.  Ramonell,  de  la  Habana:  lee  su  trabajo  sobre  “Es- 
tadística de  la  Catarata  éntrelas  Antillas  y Mallorca.” 

Dr.  J.  Patron  Estrada:  encuentra  interesantes  las  observa- 
ciones del  Dr.  Ramonell. 

ElDr.  J.  Santos  Fernández:  opina  que  el  clima  cálido  no 
tiene  influencia  sobre  la  producción  de  la  catarata,  si  no 
sería  más  frecuente  entre  los  maquinistas  y fogoneros. 
El  Dr.  López,  de  esta  ciudad,  hace  algunos  años  indicó 
la  influencia  de  calor  en  fogoneros  para  la  producción 
de  la  catarata.  De  mi  estudio  sobre  la  materia,  basado 
en  mis  estadísticas  y una  estadística  del  Dr.  López, 
así  como  en  un  trabajo  que  presenté  en  1892  al  Congre- 
so de  Climatología  de  Chicago,  con  estadística  de  mu- 
chos países,  llego  á la  conclusión  de  que  las  diferentes 
enfermedades  de  los  ojos  ocurrían  con  más  ó menos  la 
misma  frecuencia  en  América  que  en  Europa. 

El  Dr.  DehogueS:  cree  que  antes  de  admitir  la  influencia 
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del  clima  debe  excluirse  la  de  la  refracción,  especial- 
mente de  la  hipermetropia,  pues  aquí  la  mayoría  de 
los  enfermos  son  hipermétropes. 

ElDr.  C.  E.  Finlay:  opina  que  aunque  puede  muy  bien  ser 
que  aquí  se  encuentra  un  número  relativamente  ma- 
yor de  cataratas  respecto  al  total  de  enfermos  que  en 
otros  países,  debe  uno  andar  con  pie  de  plomo  al  sacar 
conclusiones  de  estadísticas;  que  antes  de  admitir  en 
la  producción  de  la  catarata  un  factor  tan  obscuro  como 
el  clima  bay  que  excluir  otros,  como  son  la  mayor 
abundancia  de  conjuntivitis  granulosa  en  Europa,  y 
la  casi  total  ausencia  de  nuestras  consultas  aquí  de 
los  estrábicos,  debido  á una  predisposición  popular 
contra  su  tratamiento.  No  cree  que  el  clima  tenga 
influencia  alguna  sobre  la  producción  de  la  catarata. 

El  Dr.  Santos  Fernández:  corrobora  lo  dicho  por  el  doctor 
Finlay  respecto  á la  aversión  popular  contra  las  ope- 
raciones sobre  el  estrabismo.  Cree  que  la  mayor  fre- 
cuencia de  las  cataratas  entre  los  hipermétropes  es 
debido  á la  mayor  abundancia  de  éstos  en  Cuba. 

El  Dr.  Andrade:  acepta  las  declaraciones  del  Dr.  Finlay,  y 
declara  que  en  Venezuela  existe  el  mismo  prejuicio  con- 
tra las  operaciones  para  el  estrabismo,  mientras  por 
otro  lado  en  Europa,  en  las  clínicas,  amenudo  se  ope- 
ran. En  su  país  se  tropieza  con  cataratas  maduras, 
que  no  se  habían  notado,  y por  las  cuales  no  se  soli- 
taba remedio  á causa  del  fatalismo  que  es  allí  tan  co- 
mún entre  las  clases  inferiores,  lo  cual  no  sucede  en 
otros  países. 

El  Dr.  H.  B.  Young:  asks  whether  any  of  the  gentlemen 
present  had  observed  astigmatism  against  the  rule  in 
patients  who  had  subsequently  developed  caratact. 

Los  Dres.  Fernández,  Ramonell  y Finlay:  no  han  hecho 
observaciones  en  este  sentido. 

El  Dr.  Ramonell:  replica  al  Dr.  Santos  Fernández  llamán- 
dole la  atención  sobre  el  hecho  de  que  la  proporción  de 
fogoneros  al  total  de  cataratas  es  demasiado  peque- 
ño para  permitir  deducciones  en  uno  ú otro  sentido. 
En  relación  con  la  influencia  de  la  refracción  sobre  la 
producción  de  la  catarata,  hace  referencia  á la  miopía 
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ó aumento  de  refracción  que  acompaña  al  desarrollo 
de  esta  lesión. 

El  Dr.  Santos  Fernández:  explica  que  su  argumento  de 
los  fogoneros  sólo  tiene  una  importancia  secundaria, 
que  su  opinión  se  basa  sobre  todo  en  las  estadísticas 
por  él  copiladas  en  el  año  1892  y las  presentadas  en 
el  XIII  Congreso  Internacional  de  París. 


Segunda  Sesión,  pebrero  5. 


Asistentes:  Dr.  J.  Santos  Fernández,  de  la  Habana,  Presiden- 
te del  Congreso;  Dr.  H.  B.  Young,  de  Burlington,  Iowa; 
Dr.  J.  Mullen,  de  Houston,  Texas;  Dr.  E.  Andrade,  de 
Venezuela;  Dr.  J.  Patrón  Espada,  de  Yucatán,  México; 
Dr.  Ramonell,  de  la  Habana;  Dr.  Debogues,  déla  Ha- 
bana; Dr.  C.  E.  Finlay,  de  la  Habana. 

El  Dr.  Santos  Fernández:  invita  al  Dr.  H.  B.  Young,  de 
Burlington,  Iowa,  á ocupar  la  Presidencia. 

El  Dr.  J.  Mullen.  Reads  a paper  on  “Resection  of  tbe  su- 
perior cervical  ganglion  of  tbe  Sympathetic  for  non- 
inflammatory Glaucoma.” 

El  Dr.  Santos  Fernández:  no  cree  que  la  operación,  dado 
nuestros  conocimientos  actuales,  deba  aceptarse  defini- 
tivamente ni  desecharse  en  absoluto,  tratándose,  sobre 
todo,  de  una  afección  como  el  Glaucoma,  contra  la 
cual  son  tan  escasos  nuestros  recursos  terapéuticos; 
hay  que  practicarla  para  salir  de  dudas. 

El  Dr.  Andrade:  agrees  with  Dr.  Santos  Fernández  and 
suggests  that  possible  excission,  of  both  superior 
sympathetic  cervical  ganglia  may  be  more  effective 
than  that  only  of  the  affected  side. 

El  Dr.  Finlay:  has  had  no  experience  with  the  operation 
but  considers  it  justified  in  cases,  where  sclerotomy, 
iridectomy  and  other  measures  have  already  failed. 
Dr.  Mullen’s  case  proving  that  at  least  a temporary 
improvement  can  be  brought  about. 

El  Dr.  Patrón:  pregunta  si  se  había  intentado  antes  las 
punciones  esclerales. 


397 


El  Dr.  Mullen:  thinks  that  the  operación  should  only  be 
performed  in  chronic  cases,  it  has  the  advantage  of 
not  disfiguring  the  patient.  He  has  not  tried  sclerar 
puncture. 

El  Dr.  C.  E.  Finlay,  of  Havana,  Cuba,  reads  a paper  on  “Al- 
cohol and  Tobacco  Ambliopia  in  Cuba.” 

El  Dr.  J.  Santos  Fernández:  encuentra  el  trabajo  tanto 
más  interesante  en  cuanto  no  está  conforme  con  las 
declaraciones  que  él  ha  hecho  en  distintas  ocasiones. 
Ha  encontrado  la  ambliopia  tabáquica  rara  en  Cuba  y 
la  alcohólica  frecuente. 

El  Dr.  Andrade:  tiene  poca  experiencia  con  la  ambliopia 
alcohólica  ó tabáquica  en  estos  climas;  pero  que  en 
Europa  es  más  frecuente  en  los  mascadores  que  en 
los  fumadores  de  tabaco.  Opina  que  se  debe  tomar  en 
consideración  la  existencia  ó no  de  diabetes. 

El  Dr.  DehoguES:  cree  que  la  calidad  del  tabaco  tiene  una 
gran  influencia,  y que  la  ambliopia  tabáquica  es  más 
frecuente  aquí  desde  la  guerra,  á causa  de  la  adulte- 
ración del  tabaco  cubano  con  el  puerto-riqueño. 

El  Dr.  RamoneLL:  cree  que  la  calidad  del  tabaco  es  un  fac- 
tor muy  influyente;  que  en  Francia  es  más  frecuente 
entre  los  fumadores  de  pipa.  Opina  que  la  menor  fre- 
cuencia de  la  afección  aquí  es  debido  al  sudor  copioso. 

El  Dr.  Mullen:  agrees  with  Dr.  Finlay  in  the  necessity,  in 
the  treatment  of  these  cases,  of  totally  suppresing  the 
tobacco,  no  partial  suppression  answering. 

El  Dr.  Andrade:  pregunta  si  alguno  de  estos  casos  era 
morfinómano. 

El  Dr.  Finlay:  replicando  á la  última  pregunta,  recuerda 
que  uno  de  ellos  lo  era.  Replica  al  Dr.  Santos  Fer- 
nández declarando  que  sabe  que  tanto  él  como  el  Pro- 
fesor De  Wecker  sostienen  que  la  ambliopia  tabáquica 
es  rara  en  la  raza  española;  pero  que  su  experiencia, 
siendo  contraria  á estas  declaraciones  autorizadas,  se 
ha  creído  en  el  deber  de  presentar  sus  casos  en  forma 
tabular,  donde  pueden  ser  estudiados  individualmente. 
Aun  si  descarta  la  influencia  del  tabaco  de  todos  los 
casos,  quedan  31  casos  puros;  al  computar  éstos,  ha 
puesto  el  mayor  cuidado  posible,  creyéndose  justificado 
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en  considerar  al  tabaco  como  el  agente  tóxico,  cuando 
con  una  Historia  de  no  tomar  alcohol  ó de  sólo  hacerlo 
en  la  forma  de  una  cantidad  moderada  de  vino  en  las 
comidas,  el  enfermo  fumaba  15  y 20  tabacos  al  día, 
sin  contar  con  los  cigarrillos.  Respecto  á la  calidad 
del  tabaco,  en  uno  de  sus  casos,  por  lo  menos,  no  se 
podía  acusar  á ésta,  pues  el  paciente  era  uno  de  los 
altos  empleados  de  una  de  las  mejores  fábricas  de  ta- 
baco de  esta  ciudad  y fumaba  el  mejor  tabaco,  no  to- 
maba alcohol,  tenía  un  escotoma  central  absoluto. 
Opina,  sin  embargo,  que  es  muy  posible  que  el  mal 
tabaco  sea  más  tóxico  que  el  bueno.  Ha  visto  varios 
casos  deambliopia  tabáquica  en  mujeres.  Ofrece  ense- 
ñar á los  miembros  del  Congreso  un  caso  típico  de 
ambliopia  tabáquica  pura  que  tiene  en  tratamiento. 


Tercera  Sesión,  pebrero  6. 


Asistencia:  Dr.  J.  Santos  Fernández,  de  Habana,  Cuba, 
Presidente;  Dr.  Ramonell,  de  Habana,  Cuba;  Dr.  De- 
hogues,  de  Habana,  Cuba:  Dr.  C.  E.  Finlay,  de  Ha- 
bana, Cuba. 


El  Dr.  Finlay:  reads  a paper  of  Dr.  Charles  A.  Oliver,  of 
Philadelphia , Pa. , on  a “Case  of  Blindness  from 
Sympathetic  Ophthalmitis  complicated  with  Second- 
ary Glaucoma.  Restoration  of  vision  by  two  iridectomies 
one  with  extraction  of  lens,  an  iridectstectomy,  and 
Tyrrell’s  operation  of  drilling.” 

Los  Dres.  Fernández  y Ramonell:  opinan  que  se  debe 
felicitar  al  Dr.  Oliver  por  haber  obtenido  un  resultado 
tan  relativamente  satisfactorio  en  un  caso  tan  grave. 

El  Dr.  Finlay:  reads  a paper  of  Dr.  A.  Duane,  of  New 
York,  on  “A  new  Clinometer  for  measuring  torsional 
deviations  of  the  eye,  estimating  the  degree  of  torsion 
produced  by  cylindrical  glasses,  and  detecting  para- 
central scotomata  and  metamorphopsia.” 
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El  Dr.  Finlay:  reads  a paper  of  Dr.  J.  Lawton  Hiers,  of 
Savannah,  Ga.,  on  “Malarial  Infection  as  a potent  factor 
in  Asthenopic  Conditions”. 

El  Dr.  Santos  Fernández:  lee  un  trabajo  sobre  “Astenopia 
retiniana  de  los  pescadores  de  esponjas.” 

El  Dr.  Ramonell:  opina  que  la  causa  del  mal  está  en  el 
centelleo  de  los  rayos  solares  en  el  agua;  que  los  pes- 
cadores de  esponjas  le  han  contado  que  éste  es  menos 
desagradable  cuando  el  cielo  está  nublado.  Cree  que 
esta  astenopia  puede  ser  un  principio  de  hemeralopia, 
ha  visto  varios  casos  de  este  trastorno  en  enfermos 
procedentes  de  la  orilla  del  mar. 

El  Dr.  DehogueS:  no  tiene  experiencia  personal  con  esta 
astenopia;  pregunta  si  no  puede  ser  causada  por  un 
exceso  de  convergencia. 

El  Dr.  Ramonell:  explica  que  la  profundidad  de  varias  va- 
ras á que  se  encuentran  las  esponjas  excluyen  toda 
idea  de  exceso  de  convergencia. 

El  Dr.  Finlay:  no  ha  visto  ningún  caso,  pero  de  su  descrip- 
ción está  de  acuerdo  con  el  Dr.  Santos  Fernández,  en 
considerar  la  condición  como  una  hiperestesia  retinia- 
na, producida  por  esfuerzos  por  ver  con  alguna  preci- 
sión en  un  medio  poco  iluminado,  la  cual  se  encuentra 
aumentada  por  el  exceso  de  luz  que  encuentra  el  pes- 
cador en  su  alrededor  al  levantar  la  cabeza  de  su  barril. 

El  Dr.  Santos  Fernández:  cree  que  el  centelleo  de  los  ra- 
yos solares  en  el  agua  puede  tener  alguna  influencia 
sobre  la  producción  de  esta  astenopia;  pero  no  ve  el 
menor  fundamento  para  considerar  estos  casos  como 
hemeralopias  incipientes. 

El  Dr.  Santos  Fernández,  de  la  Habana,  lee  un  trabajo 
sobre  “La  esterilización  de  los  cuchillos  que  se  usan 
en  Oftalmología.” 

El  Dr.  DehoguES:  ha  encontrado  que  la  mayor  parte  de  las 
soluciones  antisépticas  destruyen  el  filo  de  los  cuchi- 
llos; él  limpia  sus  cuchillos  en  un  algodón  empapado 
en  cloroformo,  colocándolos  después  en  una  solución 
boricada. 

El  Dr.  Ramonell:  sigue  los  consejos  que  hace  algunos  años 
le  dio  Luer.  Guarda  sus  cuchillos  embarrados  con  man- 
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teca  de  cacao.  Al  tiempo  de  operar  hierve  un  poco  de 
agua,  y cuando  ésta  está  tibia  lava  con  ella  sus  cuchi- 
llos, los  seca  con  algodón  salicilado,  los  coloca  un  mo- 
mento en  una  solución  bórica  y los  seca  con  algodón. 

El  Dr.  Finlay:  Apesar  de  que  los  experimentos  del  doc- 
tor Santos  Fernández,  están  conformes  con  unos  que 
hace  algunos  años  practicó  el  Dr.  Knapp  en  uno  de 
los  laboratorios  de  Berlín,  demostrando  que  instru- 
mentos cortantes  y bien  pulidos,  por  lo  regular  no  con- 
tienen gérmenes  si  están  secos,  y apesar  de  admitir 
que  la  ebullición  de  los  cuchillos  altera  su  filo,  persis- 
te en  esterilizar  sus  cuchillos  por  la  ebullición,  trans- 
portándolos después  á una  solución  aséptica,  de  donde 
los  toma  al  operar,  prefiriendo  todos  los  inconvenientes 
que  trae  consigo  esta  conducta  á correr  un  riesgo  más 
de  infección. 

El  Dr.  Santos  Fernández:  ha  usado  también  con  éxito  el 
cloroformo  y la  inmersión  en  el  agua  hirviendo.  Cree 
que  el  guardarlos  instrumentos  engrasados  predispone 
á la  infección,  y de  hacerse,  deben  los  cuchillos  lavar- 
se en  agua  hirviendo  y no  tibia. 

El  Dr.  Santos  Fernández,  de  la  Habana,  lee  un  trabajo 
sobre  “La  Iridectomía  después  de  la  extracción  simple 
de  Catarata.’’ 

El  Dr.  RAMONELL:  pregunta  si  el  Dr.  Santos  Fernández  no 
ha  empleado  la  eserina  para  evitar  las  hernias  del  iris. 

El  Dr.  Santos  Fernández:  considera  el  uso  de  mióticos 
después  de  la  extracción  de  la  catarata  perjudicial. 

El  Dr.  Finlay:  no  está  de  acuerdo  con  el  Dr.  Santos  Fer- 
nández sobre  la  necesidad  de  practicar  la  iridectomía 
después  de  la  expulsión  del  cristalino,  excepto  en  los 
casos  en  que  el  iris  tiene  una  tendencia  decidida  á her- 
niarse,  resistiendo  su  reposición  en  la  cámara  anterior. 
Examina  los  ojos  de  sus  operados  de  catarata  todos  los 
días  desde  el  siguiente  á la  operación,  y si  en  uno  de 
sus  exámenes  encuentra  una  hernia  del  iris  laexcinde; 
esta  conducta  la  vio  primero  observar  por  el  Dr.  R.  O. 
Born,  en  la  Clínica  de  Knapp,  siendo  ahora  la  regla 
que  allí  se  sigue.  Respecto  al  empleo  de  la  eserina  está 
conforme  con  el  Dr.  Santos  Fernández  en  considerarla 
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como  inútil,  si  no  perjudicial,  que  cuando  primero  prin- 
cipió á estudiar  la  Oftalmología  en  la  Clínica  de  Knapp, 
éste  la  empleaba  después  de  todas  sus  operaciones  y 
que  durante  los  anos  que  estuvo  con  él  se  la  vio  poco 
á poco  abandonar. 

El  Dr.  Santos  Fernández:  siente  la  misma  repugnancia 
que  el  Dr.  Finlay,  contra  iridectomizar  ojos  de  los 
cuales  ha  extraído  ya  una  catarata,  destruyendo  el 
efecto  cosmético  de  su  operación;  él  no  la  recomienda 
en  todos  las  casos,  sino  en  aquellos  donde  hay  mucha 
materia  cortical  y en  los  cuales  el  enfermo  es  muy  in- 
dócil. Menciona  que  Knapp  aconseja  no  tocar  las  her- 
nias del  iris. 

El  Dr.  Finlay:  explica  la  posición  de  Knapp  respecto  al 
comportamiento  que  debe  seguirse  enfrente  á una 
hernia  del  iris:  excisión  si  se  ve  en  las  primeras  24 
horas,  abstención  de  toda  intervención  si  se  ve  más 
tarde,  pues  ya  se  han  formado  adherencias  entre  el  iris 
y los  labios  de  la  herida  que  dificultan  su  completa 
reposición;  la  excisión  de  la  hernia,  en  este  caso,  sólo 
abriendo  una  puerta  por  donde  puede  entrar  una  in- 
fección. Por  esto,  cuando  Knapp  no  descubría  sus 
operados  de  catarata  hasta  el  tercer  día,  las  hernias  que 
encontraba  se  hallaban  en  el  último  caso  y las  dejaba 
sin  excindir;  pero  ahora  que  examina  sus  operados 
desde  el  segundo  día,  las  hernias  pertenecen  á la  se- 
gunda clase  y á ella  adapta  su  conducta. 

El  Dr.  Santos  Fernández:  no  considera  esta  línea  de  con- 
ducta aplicable  á la  clientela  particular;  le  disgusta 
sobremanera  la  idea  de  volver  á tocar  á los  dos  ó tres 
días  sus  operados  de  cataratas;  no  recuerda  haberlo 
hecho  nunca,  y cree  que  el  efecto  sobre  el  paciente 
debe  ser  deplorable. 

El  Dr.  J.  DehogueS,  de  la  Habana,  lee  un  trabajo  sobre 
“Neuroma  del  Nervio  Optico.” 

El  Dr.  Finlay:  siente  no  poder  aceptar  el  diagnóstico  histoló- 
gico. Aparte  de  que  algunas  autoridades,  como  Fuchs, 
niegan  la  entidad  de  estos  tumores,  de  la  descripción 
de  éste,  así  como  de  un  examen  superficial  que  hizo 
de  una  preparación,  opina  que  se  trata  de  un  tumor 
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de  tejido  conjuntivo  (fibroma  ó fibrosarcoma)  y que 
las  fibras  nerviosas  que  contiene  pertenecen  al  nervio 
óptico. 

El  Dr.  RamonELL:  apoya  la  opinión  del  Dr.  Finlay. 

El  Dr.  Santos  Fernández:  felicita  al  Dr.  Deliogues  por 
haber  encontrado  un  caso  tan  raro;  no  forma  opinión 
sobre  el  punto  histológico  en  discusión. 

El  Dr.  DehoguES:  coloca  la  responsabilidad  del  diagnóstico 
histológico  sobre  el  Dr.  Carvallo,  quien  le  dice  se  fun- 
dó principalmente  sobre  la  presencia  en  el  tumor  de 
fibras  de  Remak. 


El  Dr.  Finlay:  lee  un  trabajo  del  Dr.  M.  Uribe  Troncoso. 
de  México,  sobre  “Algunas  observaciones  acerca  del 
empleo  del  protargol  en  Terapéutica  Ocular.” 

El  Dr.  Santos  Fernández:  ha  empleado  el  protargol  con 
algún  éxito;  pero  prefiere  el  nitrato  de  plata,  pues  lo 
conoce  mejor. 

El  Dr.  Finlay:  no  tiene  experiencia  con  el  protargol. 


Cuarta  Sesión.  Febrero  7. 


Asistencia:  Dr.  J.  Santos  Fernández,  de  la  Habana,  Presi- 
dente; Dr.  L.  Debayle,  Nicaragua;  Dr.  H.  B.  Young, 
Burlington,  Iowa;  Dr.  Me  Davitt,  New  York;  Dr.  Pa- 
trón Espada,  Yucatán,  México;  Dr.  E.  Andrade,  Ve- 
nezuela. 

El  Dr.  Santos  Fernández:  invita  al  Dr.  J.  Patrón  Espada 
á ocupar  la  Presidencia. 

El  Dr.  L.  Debayle:  lee  un  trabajo  sobre  “Aneurisma  arte- 
rio-venoso  de  la  carótida  en  el  seno,  con  algunas  con- 
sideraciones sobre  su  diagnóstico,  tratamiento  y sus 
relaciones  con  tumores  de  la  órbita.” 

El  Dr.  J.  Padrón:  pide  las  razones  por  las  cuales  el  Dr.  De- 
bayle achaca  el  aneurisma  al  paludismo. 

El  Dr.  Debayle:  enumera  los  antecedentes  palúdicos  de  los 
pacientes,  y la  exclusión  de  otras  causas. 
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El  Dr.  Santos  Fernández:  considera  las  razones  del  doc- 
tor Debayle  convincentes,  y el  caso  sumamente  inte- 
resante. 

El  Dr.  H.  B.  Young:  has  seen  no  similar  case. 

El  Dr.  Andrade:  considera  el  caso  muy  interesante,  no  só- 
lo por  lo  detallado  de  la  observación,  sino  por  haberse 
hecho  un  examen  patológico.  Está  de  acuerdo  con  De- 
bayle en  considerar  el  paludismo  como  la  causa  del 
proceso,  las  lesiones  de  las  preparaciones  que  ha  en- 
señado el  Dr.  Debayle  demostrando  que  la  lesión  ar- 
terial se  limitaba  á la  túnica  interna,  siendo  esencial- 
mente diferente  á la  endarteritis  sifilítica. 

El  Dr.  Santos  Fernández:  repite  que  considera  el  caso 
muy  interesante  y que  prueba  que  el  paludismo  es  un 
factor  importante  en  la  producción  de  lesiones  arte- 
riales. 


El  Dr.  Santos  Fernández:  da  las  gracias  á los  Sres.  Miem- 
bros de  la  Sección  de  Oftalmología  por  su  concurso,  y 
declara  terminadas  las  sesiones  de  esta  Sección. 


ETIOLOGY  OF  “ULCUS  RODENS  CORNEA” 


BY 

E1DW.  A/NT)  TRADE,  M.  D. 

(DE  VENEZUELA) 

In  1867  Mooren  described  this  rare  disease  for  the  first  time  and  notwith- 
standing the  number  of  years  elapsed  many  otherwise  well-informed  opthalmolo- 
gists,  totally  ignore,  or  know  little  of  such  an  important  malady;  some  among  the 
best  text  books  going  even  to  the  extent  of  making  it  synonimous  with  Ulcus 
serpens , and  describing  both  diseases  under  the  same  head.  The  reason  of  this 
confusion  is  that  the  Ulcus  rodens  is  extremely  rare,  especially  in  certain  localities, 
to  this  date  only  37  cases  having  been  reported,  including  two  cases  from  the 
Ophthalmic  Clinic  of  the  University  of  Genoa,  fully  studied  and  reported  by  me 
in  the  Italian  Annals  of  Ophtalmology  for  December,  1899.  The  disease  is  so 
rarely  seen,  indeed,  that  in  Genoa,  in  more  than  30.000  eye  patients,  only  two 
cases  have  been  observed.  Vossius  in  Germany  saw  three  cases  in  25.000  patients 
and  Hillemans  one  in  11,000. 

The  Ulcus  rodens  commences  as  a supperficial  ulcer  at  the  circumference 
of  the  cornea,  concentric  to  the  sclero-corneal  junction.  As  a general  rule  the 
disease  manifests  itself  first  at  the  upper  part,  but  it  sooner  or  later,  extends  all 
around  the  corneal  margin.  The  ulcer  has  the  shape  of  a narrow  and  shallow 
groove  concentric  to  the  circumference  of  the  cornea.  Its  inner  border  is  thin  and 
undermined  being  formed  of  epithelium  and  represents  its  active  or  invading  portion. 
The  outer  or  external  border  is  at  the  stage  of  cicatrization , being  connected  to 
the  conjuctiva  by  means  of  a rich  vascular  net  which  sometimes  looks  like  a tissue 
of  new  formation.  The  proccess  extends  little  by  little  towards  the  center  but 
remains  superficial.  The  existence  of  an  active  and  undermined  border  and  the 
process  of  cicatrization  going  on  at  the  same  time  on  the  other  border,  while  the 
middle  portion  remains  stationary,  is  one  of  the  peculiarlities  and  distinguishing 
features  of  the  disease.  The  cicatricial  tissue  becomes  opaque  until  only  a small 
island  of  sound  cornea  remains.  The  ulcer  shows  very  little  tendency  to  invade 
the  deep  layers  and  on  this  account  perforation  and  hypopyon  are  rarely  seen, 
unless  improperly  treated. 

The  sensibility  of  the  cornea  is  very  much  diminished.  In  the  cases  reported 
by  me  this  fact  was  very  remarkable  and  could  be  elicited  even  in  the  part  not  yet 
attacked.  Hillemans,  however,  asserts  that  in  his  case  the  transparent  portion  pre- 
sented no  alteration  of  the  sensibility.  Iritis  is  a frequent  complication.  The  disease 
has  an  intermitent  course  with  painful  exacerbations  until  finally  the  eye  sight  is 
completely  lost.  The  whole  process  may  last  two  years. 

The  Ulcus  rodens  can  be  differentiated  from  the  Ulcus  serpens  by  the  follow- 
ing characters: 

First. — The  Ulcus  rodens  begins  at  the  circumference  of  the  cornea  and 
advances  towards  the  center.  A course  entirely  opposite  to  that  of  the  Ulcus  serpens. 

Skcond — It  does  not  spread  to  the  deep  layers  of  the  cornea,  being  as  a rule 
subepithelial,  which  accounts  for  the  name  of  keralitis  decorticans , sometimes 
applied  to  it. 

Third. — Hypopyon  and  perforation  are  very  seldom  observed. 

Fourth. — In  Ulcus  rodens  there  is  a formation  of  a vascular  tissue,  which, 
from  the  conjunctiva,  spreads  towards  the  cicatricial  border  of  the  ulcer. 

Fifth. — Its  inner  border  is  undermined. 
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Sixth. — It  has  an  intermitent  course  during  which  long  periods  of  rest  can 
be  observed. 

Seventh. — There  is  no  suppuration  or  secretion. 

It  is  the  general  opinion  that  Ulcus  rodens  is  a very  serious  disease,  so  far  as 
sight  is  concerned  and  that  its  course  is  slow  and  progressive,  treatment  being  of 
no  avail.  My  experience,  however,  does  not  confirm  such  a serious  prognosis.  I 
could,  by  means  of  subconjuctiveal  injections  of  sublimate,  properly  made,  not  only 
stop  the  process  in  one  severe  case,  but  so  far  as  could  be  judged  6 months  later, 
cure  the  disease.  In  my  second  case,  which  was  much  less  advanced,  the  malady 
showed  such  an  improvement  tinder  a simple  antiseptic  wash  of  cyanide  of  mercury 
(0.50  cent,  per  1,000),  hot  fomentations  and  the  occlusive  bandage  that  it  was 
deemed  advisable  not  to  use  any  other  treatment.  Probably  a good  deal  of  the  gra- 
vity of  the  disease  depends  on  local  or  general  conditions  and  improper  treatment. 

Regarding  the  etiology  of  this  malady  there  are  some  who,  taking  into  con- 
sideration the  altered  sensibility  of  the  cornea,  have  been  tempted  to  attribute  the 
disease  to  a nervous  disturbance.  But  leaving  aside  the  fact  that  there  are  some 
cases  where  no  diminution  of  the  sensibility  of  the  cornea  can  be  demonstrated, 
the  process  is  entirely  different  from  that  observed  in  ulcers  of  a neurotrophic 
nature,  as  in  the  ulcus perforans  of  the  foot  and  nasal  septum,  and  the  neura- 
paralytic  keratitis.  All  of  which  in  fact  have  a tendency  to  spread  in  deepness  rather 
than  superficially. 

The  symptoms  and  course  of  the  disease  indicate  a local  infection.  No  definite 
germ,  however,  could  be  connected  with  it  until  my  studies  of  the  Genoa  cases. 

It  is  true  that  streptococci,  diplococci  & had  been  found  sometimes  in  the 
ulcer,  but  this  bacteria  are  present  in  other  diseases  of  the  eye.  Tavel  in  an  other- 
wise doubtful  case  reported  by  Pfluger  described  a microorganism  similar  to  the 
diphteria  bacilus  but  its  characters  are  so  vaguely  defined  that  it  is  impossible  to 
know  whether  it  is  one  of  the  bacilli  already  described  in  the  pathology  of  the 
eye,  or  a new  species.  At  all  events  its  inoculation  in  the  cornea  of  the  rabbit  was 
negative. 

It  is  on  account  of  these  fruitless  bacteriological  investigations  in  such  an 
interesting  malady  that  my  discovery  of  a special  bacillus  not  yet  known  to  exist 
in  the  eye  acquires  importance. 

In  both  of  my  cases  I was  able  to  demonstrate  the  presence  of  a bacillus 
which,  grown  in  an  artificial  media,  produced,  when  innoculated  in  the  cornea  of 
the  rabbit,  a keratitis  different  from  the  ordinary  experimental  disease  caused  by 
the  pyogenic  cocci,  and  having  some  of  the  characters  of  the  ulcus  rodens.  The 
cornea  became  infiltrated  and  whitish  around  the  infected  point,  but  when  examin- 
ed under  the  miscroscope  no  necrotic  area  was  found.  Perforation  and  hypopyon 
were  never  observed.  The  formation  of  a vascular  net  which  spread  from  the  con- 
junctiva all  around  the  cornea  was  very  characteristic.  The  baccillus  in  pure 
culture  could  be  recovered  from  the  experimental  ulcer. 

This  bacillus  has  the  shape  of  a small  mobile  rod,  similar  to  the  B.  Coli 
Conmunis.  In  old  cultures  some  involution  forms  could  be  observed.  Very  often 
the  bacilli  lay  side  by  side,  but  sometimes  they  affected  the  form  of  a diplobacillus 
or  long  ribbons. 

It  is  colored  by  Gram’s  method,  liquefies  gelatine  slowly  and  also  Toffler 
blood  serum  where  it  forms  a wrinkled  film,  under  which  the  liquefying  process 
goes  on.  The  formation  of  this  film  seems  to  be  connected  with  the  production  of 
very  resistant  spores.  It  grows  with  difficulty  in  agar-agar.  It  does  not  produce 
indol  and  though  it  does  not  ferment  glucose  or  lactose  it  acidifies  media  contain- 
ing the  former.  It  requires  oxygen  to  grow  well.  The  best  medium  to  cultivate 
this  germ  is  Lo filer’s  blood  serum. 

From  the  above  description  it  is  readily  seen  that  this  microorganism  is 
entirely  different  from  all  other  described  in  the  eye,  including  Morax  diplobacillus 
for  which  it  might  be  sometimes  mistaken  at  first  sight. 

It  would  be  perhaps  premature  to  draw  any  conclusion  regarding  the  relation 
of  this  bacillus  and  the  ulcus  rodens  cornea,  but  it  is  not  improper  to  assert  that  in 
the  cases  reported  by  me  there  existed  in  the  ulcer  a bacillus  with  biological  and 
morphological  properties  different  from  those  of  other  eye  microorganisms  and  that 
its  inoculation  in  the  cornea  of  the  rabbit  produced  always  a keratitis  with  special 
characters. 


MANIFESTACIONES  OCULARES  DE  LA  LEPRA 


PATOGENIA  DE  ESTAS  LESIONES 

POR  EL 

•D-R.  JOAQUIN  PATRON  ESPADA 

PROFESOR  DE  EA  FACUETAD  DE  MEDICINA 
Y CIRUGÍA  DE  YUCATÁN  [MÉXICO]  Y DEEEGADO  POR  ESTA  NACIÓN 


Aunque  algunos  leprólogos  han  creído  que  el  proceso 
marcha  del  exterior,  de  la  profundidad  de  los  tejidos  de  la  cór- 
nea al  iris,  del  iris  á los  procesos  ciliares,  de  éstos  á la  coroi- 
des y así  sucesivamente,  y que  la  conjuntiva,  como  la  mucosa 
nasal,  es  una  de  las  puertas  de  entrada  del  bacilo,  la  expe- 
riencia destruye  por  completo  esta  hipótesis,  porque  basta  la 
observación  de  un  corto  número  de  enfermos  para  determinar 
que  estas  lesiones  son  secundarias  y que  aparecen  muchas 
veces  y aun  algunos  años  después  de  las  manifestaciones 
cutáneas  ó nerviosas,  y con  respecto  á la  lesión  de  la  conjun- 
tiva, en  diez  casos  que  hemos  observado,  principalmente  en 
el  servicio  del  profesor  Fournier  (Hospital  San  Louis),  el 
proceso  se  inicia  en  la  región  episclerar,  de  donde  se  propaga 
hasta  invadir,  principalmente,  el  segmento  anterior  del  globo 
anterior.  Si  la  sangre  es  el  medio  de  diseminación  del  bacilo- 
leproso,  no  nos  explica  esta  localización,  porque  es  frecuente 
en  las  arterias  ciliares  anteriores,  y muy  rara  en  la  central 
de  la  retina  y su  ramas,  aunque  no  ignoremos  la  propiedad 
electiva  de  ciertos  tejidos  y aparatos  para  ciertos  microorga- 
nismos, como  nos  lo  prueba  á cada  paso  la  clínica,  sin  darnos 
para  ésto  una  explicación  racional. 

La  vía  sanguínea  es,  sin  duda,  uno  de  los  medios  de  di- 
seminación del  bacilo  de  la  lepra;  pero  al  observar  la  lesión 
de  la  córnea,  lo  encontramos  en  los  espacios  interlaminares 
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donde  no  existe  vascularización  intersticial;  en  este  caso: 
¿cuál  es  el  medio  diseminador? 

Tampoco  debe  designarse  bajo  una  sola  denominación 
todas  las  enfermedades  de  la  córnea,  porque  aunque  presen- 
ta una  misma  localización  anatómica,  debemos  agrupar  los 
hechos  sobre  la  etiología,  y definir  la  lesión  sifilítica,  leprosa, 
tuberculosa,  etc.,  pues  aunque  diversas  de  estas  infecciones 
crónicas  pueden  determinar  lesiones  análogas,  la  bacteriolo- 
gía, nos  precisará  su  legítima  naturaleza. 

En  la  evolución  de  aquellos  tres  procesos,  notamos  clí- 
nicamente la  diferencia  que  hay  entre  ellos. 

La  infiltración  tuberculosa  de  la  córnea  se  hace  de  una 
manera  lenta,  y aunque  progresiva  no  se  generaliza  á toda 
ella  sino  después  de  muchos  meses,  sin  desaparecer  después 
de  su  desarrollo. 

La  infiltración  leprosa  es  lenta  y puede  permanecer  me- 
ses y años  localizada  principalmente  á la  zona  periférica,  con 
períodos  alternativos  de  aparición  y desaparición,  sin  la  total 
curación,  como  se  observa  relativamente  en  la  infiltración  de 
carácter  puramente  sifilítico,  cuya  lesión  llega  á desaparecer 
por  completo. 

La  Escuela  Anatómica  descuida  la  importancia  de  la 
evolución  de  las  enfermedades,  y por  ésto  parece  que  el  clí- 
nico las  señala  bajo  distinto  tipo. 

Revisemos  la  localización  de  la  lepra,  en  las  diferentes 
partes  del  aparato  visual,  omitiendo  las  manifestaciones  pal- 
pebrales,  tan  vulgarmente  conocidas  y las  de  la  conjuntiva 
siempre  secundarias,  empezando  por  las  de  la  córnea. 

Antes  de  estudiar  la  keratitis  leprosa,  propiamente  dicha, 
debemos  detenernos  un  instante  sobre  los  trastornos  de  la 
sensibilidad  de  la  córnea  en  los  efermos  afectados  de  localiza- 
ciones nerviosas,  por  la  infección  leprosa. 

En  un  mismo  enfermo  se  puede  observar  la  keratitis 
leprosa  y una  anestesia  debida  á las  lesiones  nerviosas. 

N.  N.  ha  contraído  la  lepra  en  Mérida  de  Yucatán,  ha 
tenido  manifestaciones  nerviosas  y cutáneas.  Los  trastornos 
oculares  aparecieron  en  él  por  la  primera  vez  en  1897.  En 
esta  época  el  enfermo  fué  tratado  por  una  ulceración  central 
de  la  córnea  acompañada  de  vivos  dolores,  que  dejó  como  ras- 
tro un  leucoma  sin  caracteres  particulares.  En  1898,  ó sea 
un  año  después,  los  dos  ojos  fueron  afectados  de  iritis  con 
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síntomas  sub-agudos.  Existían  ligeras  perturbaciones  de  la 
visión,  un  poco  de  fotofobia  y alguna  irritación  ocular;  sín- 
tomas que  persistieron  durante  cuatro  ó cinco  meses,  después 
de  los  cuales  se  mejoró  aquélla. 

A fines  del  mismo  año  los  síntomas  se  reprodujeron,  pe- 
ro con  una  evolución  más  rápida,  presentando  la  ausencia 
casi  completa  de  las  cejas  en  el  tercio  externo  y grandes  no- 
dulos leprosos  á este  nivel.  Las  dos  córneas  presentaban  en 
su  centro  pequeñas  manchas  poco  extendidas  sin  ningún  ca- 
rácter particular. 

El  iris  tiene  su  coloración  normal,  con  ligeras  sinequias, 
vestigios  de  inflamaciones  anteriores. 

Las  reacciones  pupilares  son  normales,  excepto  en  la  iz- 
quierda, donde  más  extendidas  éstas,  limitan  los  movimientos 
pupilares. 

Apesar  de  las  dos  manchas  centrales,  la  acuidad  visual 
es  relativamente  buena. 

El  solo  hecho  interesante  de  esta  observación,  consiste 
en  una  anestesia  completa  de  las  dos  córneas  en  toda  su  ex- 
tensión, sin  embargo  de  que  la  sensibilidad  cutánea  de  los 
párpados  no  está  completamente  abolida. 

No  conocemos  hechos  en  que  la  localización  de  las  lesio- 
nes nerviosas,  determinando  la  anestesia  de  la  córnea,  se  haya 
podido  demostrar  anatómicamente. 

Es  necesario  que  consideremos  esta  manifestación  anes- 
tésica de  la  córnea,  debida  á la  presencia  del  bacilo  leproso, 
determinando  la  keratitis  leprosa,  propiamente  dicha. 

Se  pueden  referir  á dos  tipos  las  diferentes  lesiones  cór- 
neas de  la  lepra,  basándose  sobre  su  aspecto  objetivo  y sobre 
su  forma  que  puede,  ó no,  ser  alterada. 

En  un  primer  tipo,  la  inflamación  leprosa  tiene  los  ca- 
racteres de  un  tumor. 

Se  produce  una  eminencia  circunscrita  ó extendida  á 
toda  la  córnea,  desbordándola  algunas  veces  y dando  á pri- 
mera vista  la  idea  de  neoplasia,  que  alguna  vez  ha  sido  juz- 
gada erróneamente  como  un  leucosarcoma. 

Estas  neoformaciones  están  constituidas  por  una  acumu- 
lación de  células  leprosas  redondas  ó fusiformes,  situadas 
bajo  el  epitelio  de  la  córnea;  epitelio  prolif erado,  pero  no  des- 
truido. 

La  mayor  parte  de  estas  células,  contienen  bacilo  de 
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Hansen.  Además,  este  tejido  es  recorrido  por  numerosos  va- 
sos que  se  distribuyen  en  el  epitelio  de  la  córnea.  Hemos 
observado  también  algunas  lagunas  liemorrágicas,  destruyen- 
do parcialmente  la  membrana  de  Bowman. 

El  segundo  tipo  de  las  lesiones  córneas,  el  más  frecuente, 
lo  hemos  observado  en  seis  enfermos  y hemos  podido  seguir 
su  evolución. 

El  proceso  patológico  se  asemeja  mucho  al  de  la  kerati- 
tis intersticial  heredo-  sifilítica  ó la  de  la  keratitis  intersticial 
tuberculosa.  En  cierta  extensión  de  la  córnea,  cerca  del  bor- 
de y,  muy  amenudo,  en  un  punto  que  corresponde  á lesiones 
preexistentes  de  la  esclerótica  y del  limbo,  se  ve  un  enturbia- 
miento ligero,  sin  alteración  del  reflejo  brillante  de  la  córnea. 
Cuando  se  le  examina  con  un  lente  de  diez  y seis  dioptrías, 
se  ve  que  este  enturbiamiento  es  una  serie  de  opacidades  nodu- 
lares más  ó menos  confluentes,  ocupando  las  diferentes  capas 
de  la  córnea;  pero  más  particularmente  en  las  superficiales,  y 
muy  rara  vez  delante  de  la  membrana  de  Decemet. 

A estas  opacidades  puntiformes,  se  ve  algunas  veces 
añadirse  infiltraciones  más  ó menos  extendidas,  en  la  vecin- 
dad inmediata  del  limbo. 

Estas  infiltraciones  marginales,  tienen  un  aspecto  muy 
semejante  al  del  gerontoxón,  pero  difieren  por  su  extensión 
menos  considerable  y por  la  ausencia  de  la  zona  transparente 
que  existe  siempre  en  el  senil,  entre  esta  opacidad  y el  limbo. 

Cuando  esta  keratitis  intersticial  leprosa  está  limitada  á 
un  sector  de  la  córnea,  se  la  puede  ver  borrarse  y desaparecer 
casi  completamente.  Es  raro,  sin  embargo,  que  no  persistan 
algunas  opacidades  circunscritas;  pero  la  afección  vuelve 
amenudo,  invade  poco  á poco  la  extensión  de  la  córnea,  ó 
permanece  largo  tiempo  estacionaria;  cuando  toda  ella  ha  sido 
afectada,  es  necesario  no  esperar  la  vuelta  de  la  transparen- 
cia perfecta  de  esta  membrana,  y la  visión  queda  muy  dis- 
minuida. 

Lesiones  secundarias  de  naturaleza  glaucomatosa  á la 
invasión  de  las  membranas  profundas  por  el  proceso  leproso, 
pueden  aun  arrastrar  á la  ceguera. 

En  dos  enfermos  hemos  observado  la  córnea  opacificada 
por  la  infiltración  leprosa  que  estaba  en  estado  de  distensión 
estafilamatosa,  por  serie  de  fenómenos  glaucomatosos  que  se 
han  desarrollado  consecutivamente  á las  lesiones  profundas. 
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La  infiltración  nodular  de  la  córnea,  se  acompaña  á me- 
nudo de  una  vascularización  intersticial  que  puede  desarro- 
llarse á un  período  más  ó menos  avanzado  de  la  afección; 
pero  que  también  puede  faltar  completamente. 

Se  ve  algunas  veces  producirse  pequeñas  facetas  en  la 
superficie  de  la  córnea;  éstas  son  epiteliares  que  proceden  ó 
acompañan  en  ciertos  casos  la  keratitis  leprosa. 

Las  pérdidas  de  substancia  no  tienen  tendencia  extensiva 
y no  parece  que  ganen  en  profundidad  ó que  se  hagan  el  pun- 
to de  partida  de  una  infección  secundaria;  terminan  habitual- 
mente  por  cicatrización. 

El  estudio  histológico  de  estas  últimas  lesiones  no  se  ha 
practicado. 

Dejando  á un  lado  el  estudie  microscópico  que  han  he- 
cho Hansen  y Rule,  en  una  época  en  que  los  conocimientos 
anatómicos  estaban  poco  desarrollados,  hemos  encontrado  dos 
casos  en  los  que  estas  lesiones  han  sido  bien  descritas  en  dos 
observaciones:  una  de  Philippson,  y otra  en  Doutrelepont  y 
Wolters,  y en  los  pocos  exámenes  histológicos  que  hemos 
visto,  la  córnea  presentaba  alteraciones  de  este  tipo.  He  aquí, 
pues,  la  observación  de  Phillippson: 

“Se  trata  de  una  pequeña  niña  originaria  de  las  islas 
Hawai,  afectada  de  lepra  tuberculosa  generalizada;  presentaba, 
bajo  el  punto  de  vista  clínico,  lesiones  leprosas  de  las  dos 
córneas  y del  limbo.  Las  córneas  estaban  rodeadas  de  un 
círculo  gris  semejante  al  arco-senil,  y cuya  opacidad  dismi- 
nuía hacia  el  centro  de  la  córnea. 

Existía,  además,  en  el  segmento  súpero-externo  del  ojo 
izquierdo,  un  leproma  del  tamaño  de  una  lenteja,  de  aspecto 
amarillo  opaco,  residiendo  al  nivel  del  limbo  y recnbierto  por 
algunos  vasos  casi  capilares;  fuera  de  ésto,  los  ojos  parecían 
normales. 

En  los  cortes  del  ojo  izquierdo,  examinados  á un  peque- 
ño aumento,  se  ve  que  las  lesiones  más  marcadas  interesan 
la  esclerótica  y la  región  donde  se  continúa  con  la  córnea.  La 
infiltración  celular  está,  sobre  todo,  manifiesta  en  la  región 
esclerar,  que  se  extiende  del  limbo  á la  oraserrata,  afecta  su 
máximun  al  nivel  del  leproma  del  limbo;  se  notan,  además, 
algunas  pequeñas  masas  celulares  al  nivel  de  la  membrana 
de  Bowman. 

La  infiltración  leprosa  es  muy  notable  al  nivel  del  cuer- 
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po  ciliar:  en  los  procesos  ciliares  y el  iris,  las  células  leprosas 
son  más  perceptibles.  La  coroides  y la  retina  no  presentan 
lesiones  leprosas  más  que  en  la  región  que  corresponde  á las 
lesiones  esclerales  del  segmento  anterior  del  globo.  Las  mem- 
branas son  normales  en  el  segmento  posterior  y el  nervio  óp- 
tico; el  cristalino  ligeramente  turbio,  no  presenta  alteración 
leprosa. — A un  mayor  aumento  y sobre  los  cortes  coloreados 
por  el  método  de  Gram,  á la  fuschina  fenicada,  se  nota  la 
presencia  de  bacilos  leprosos  en  todos  los  puntos  lesionados, 
residen  en  las  células  leprosas,  y principalmente  en  sus  va- 
cilólos, en  las  células  endoteliales  de  los  vasos  sanguíneos  y 
en  el  canal  de  ellos;  en  los  leucocitos  se  ven  algunas  de  las 
células  conjuntivas.  La  conjuntivitis-vulbar,  no  presenta  le- 
siones superficiales.  El  tejido  conjuntivo  subepitelial,  contie- 
ne algunas  células  leprosas  aisladas  alrededor  de  los  capilares 
sanguíneos,  más  abundantes  á la  inmediación  del  limbo.  Los 
vasos  linfáticos  no  presentan,  ni  infiltración  celular,  ni  bacilos 
leprosos. 

En  la  córnea,  las  infiltraciones  celulares  discretas  entre 
la  membrana  de  Bowman  y las  láminas  de  la  córnea,  que 
contienen  bacilos  en  mayor  ó menor  número;  en  ciertos  pun- 
tos la  membrana  de  Bowman,  está  adelgazada  y aun  detraída 
por  estas  infiltraciones  celulares.  Los  bacilos  se  encuentran 
en  el  protoplasma  de  las  células  que  algunas  solamente  pre- 
sentan vacuolos.  Existen  también  bacilos  entre  células. 

Phillippson  ha  observado  algunos  pequeños  grupos  en 
el  epitelio,  sin  cerciorarse  si  estaban  en  las  células  epitelia- 
les ó fuera  de  ellas. 

En  las  láminas  anteriores  de  la  córnea,  se  encuentran 
aquí  y allá  algunos  bacilos  libres,  dispuestos  paralelamente 
á las  láminas  córneas;  en  cambio,  en  las  regiones  medias  y 
posteriores  de  la  córnea,  no  existían  ni  células  leprosas,  ni 
bacilos  libres.  Las  regiones  esclerales  anteriores  infiltradas 
de  células  henchidas  de  bacilos  leprosos,  pero  se  notan  tam- 
bién algunos  libres  y aislados,  en  la  región  posterior  de  la 
esclerótica  que  no  presentan  lesión  histológica.  El  canal  de 
“Schlemm,”  está  rodeado  de  células  leprosas  y en  un  punto 
limitado  existían  masas  de  bacilos  en  la  luz  del  canal.  El 
cuerpo  ciliar,  ya  en  su  parte  conjuntiva  como  en  su  parte 
muscular,  contiene  grandes  células  leprosas  polinucleares, 
arredondadas  ó alargadas;  algunas  células  leprosas  contie- 
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nen  vacuolos  irregulares  y gran  número  de  bacilos;  algunas 
de  estas  células  contienen  también  granulaciones  pigmenta- 
rias en  la  periferia  de  los  vacuolos.  Pbilippson  cree  que  se 
trata,  en  este  caso,  de  células  conjuntivas  que  han  sido  inva- 
didas por  el  bacilo  leproso  que  se  encuentra  también  en  ma- 
sas arredondeadas  fuera  de  estas  células.  En  el  iris  existen 
algunas  células  leprosas,  que  son  tanto  más  raras,  cuanto 
más  se  aproximan  al  borde  pupilar.  La  coroides  en  su  por- 
ción anterior,  contiene  células  leprosas  grandes  y pequeñas 
situadas  en  la  coriocapilar  y en  las  otras  capas. 

En  la  retina,  las  células  leprosas  están  al  nivel  de  la 
capa  de  las  células  ganglionares  y de  las  granulaciones;  pero 
se  notan,  además,  bacilos  libres,  se  coloran,  en  general,  de 
una  manera  homogénea  y muy  irregular  esta  coloración,  en 
los  que  residen  en  las  células. 

Ha  notado  también  pequeños  grupos  de  bacilos  en  las 
células  cilindricas  del  epitelio  retiniano  del  cuerpo  ciliar;  pe- 
ro en  los  otros  centros  posteriores  de  la  retina,  en  la  arteria 
central  y en  el  nervio  óptico,  no  ha  encontrado  bacilos  le- 
prosos. 

En  lo  que  concierne  á la  patogenia  de  las  lesiones,  Phi- 
lippson  admite  que  el  punto  de  partida  del  proceso  ocular  es 
la  esclerótica. 

MANIFESTACIONES  DEL  IRIS 

Esta  membrana  es  muy  frecuentemente  invadida  por  el 
proceso  leproso,  que  se  manifiesta  por  lesiones  y síntomas 
muy  variables;  es  ya  una  inflamación  sin  caracteres  particu- 
lares, evolucionando  de  una  manera  más  ó menos  rápida  con 
el  conjunto  de  fenómenos  reaccionales,  fotofobia,  dolores  ci- 
liares, trastornos  visuales,  inyección  perikerática,  enturbia- 
miento del  humor  acuoso  que  se  observa  en  el  tipo  clínico  de 
la  iritis  serosa.  No  podría  establecerse  la  diferencia  de  esta 
iritis  leprosa,  de  una  iritis  sifilítica,  ú otra,  si  no  fueran  los 
conmemorativos  y la  existencia  de  otras  manifestaciones  le- 
prosas. 

Hemos  observado  en  dos  casos  una  forma  de  reacción 
del  iris,  que  no  ha  sido  nunca  descrita  y nos  parece  especial 
de  la  lepra.  La  superficie  del  iris  cuyo  color  no  ha  sufrido 
ninguna  modificación,  aparece  como  impregnada  de  puntos 
grises  ó como  pequeñas  moscas  diseminadas,  que  se  ven  por 
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medio  de  una  lente.  Estas  pequeñas  manchas,  del  volumen 
como  de  una  punta  de  una  aguja,  estaban  repartidas  en  toda 
la  superficie,  pero  se  hacían  más  numerosas  al  nivel  del  esfín- 
ter, pareciendo  formar  una  ligera  eminencia  semejante  á las 
granulaciones  miliares;  pero  mucho  más  pequeñas  que  las 
que  se  observan  en  ciertas  formas  de  iritis  tuberculosa. 

Estas  granulaciones  eran  tan  parecidas  en  su  dimensión 
á las  lesiones  nodulares  de  la  córnea,  que  se  podría  dudar  si  no 
eran  proyectadas  sobre  el  iris  que  estaba  en  el  espesor  de  la 
córnea,  tanto  más,  cuanto  que  en  estos  dos  hechos,  el  tercio 
superior  de  la  córnea  presentaba  una  infiltración  nodular  tí- 
pica; pero  sirviéndose  de  la  luz  oblicuamente  y de  la  lente, 
se  comprobaba  la  realidad  de  los  nodulos  en  el  iris.  Además, 
la  topografía  de  estas  lesiones  y su  confluencia  vecina  del 
borde  pupilar,  probaban  que  no  podía  haber  confusión.  Esta 
erupción  miliar  del  iris,  no  se  acompaña  de  ningún  fenómeno 
reaccional  notable;  en  uno  de  los  dos  casos,  la  pupila  había 
conservado  sus  reacciones  normales  y en  el  otro,  estaba  in- 
mobilizada  por  las  sinequias,  y en  uno  de  los  enfermos  había 
completamente  desaparecido  dicha  erupción  á los  seis  meses, 
mientras  que  la  infiltración  de  la  córnea  continuaba  su  evo- 
lución. Esta  desaparición  prueba  que  no  se  trataba  de  una 
lesión  aparente  y cuando  se  ha  observado,  es  imposible  com- 
pararlo con  las  infiltraciones  microscópicas  de  la  córnea. 

En  un  tercer  caso,  hemos  visto  nodulos  miliares  limita- 
dos á uu  segmento  del  iris,  y aunque  no  sabemos  se  haya 
hecho  el  estudio  histológico  de  estas  lesiones,  es  probable 
sean  lepromas  en  miniatnra  semejantes  ó análogas  á aque- 
llas que  se  producen  entre  la  membrana  de  Bowman  y las 
láminas  de  la  córnea;  aspecto  de  los  nodulos  miliares  de  la 
keratitis,  intersticial  leprosa. 

En  ciertos  casos  los  lepromas  son  más  considerables  y 
pueden  ser  reconocidos  sin  el  auxilio  de  la  lente.  Poco  á poco 
y después  de  alternativas  de  alivio  y de  recrudecencia,  las  le- 
siones del  iris  y de  la  córnea  se  agravaron  y diez  meses  des- 
pués la  visión  se  había  reducido  á la  percepción  luminosa. 
La  forma  de  iritis  más  frecuente,  parece  ser  con  exudados 
pupilares;  se  obscurece  el  campo  de  la  pupila  y con  la  ilumi- 
nación oblicua,  esta  obscuridad  se  hace  menos  opaca,  pero 
basta  para  debilitar  considerablemente  la  visión  y hacer  im- 
posible el  examen  del  ojo.  Una  vez  producidas  estas  lesiones, 
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se  les  puede  ver  estacionadas,  produciendo  en  algunos  casos 
crisis  ¿olorosas,  ó síntomas  glaucomatosos  que  se  desarrollan 
si  no  se  combaten  oportunamente.  Las  membranas  oculares 
de  poca  ó débil  resistencia  á la  infiltración  leprosa  se  distien- 
den y se  ve  entonces  desarrollarse  una  buftalmia  muy  pro- 
nunciada. 

En  fin,  se  observan  voluminosos  lepromas  del  iris,  que 
se  desarrollan,  especialmente,  al  nivel  de  la  inserción  de  esta 
membrana. 

N.  B.,  treinta  y tres  años,  contrajo  la  lepra  hace  cinco 
años,  ha  tenido  frecuentes  exacerbaciones  faciales,  maculo- 
sas  y tuberculosas;  pero  las  manifestaciones  oculares  se  pre- 
sentaron hace  pocos  meses.  A la  derecha  los  párpados,  pre- 
sentan algunos  nodulos  leprosos,  el  globo  ocular  está  indemne. 
A la  izquierda,  las  lesiones  palpebrales  son  idénticas;  y abso- 
lutamente simétricas  á las  de  la  derecha;  pero  existen,  además, 
lesiones  muy  interesantes  del  globo  ocular;  el  ojo  está  irrita- 
do, existe  lagrimeo,  fotofobia,  inyección  perikerática  ligera,  un 
poco  más  manifiesta  del  lado  temporal  ó inferior  de  la  córnea. 

Esta  membrana  transparente  en  su  mayor  extensión, 
presenta  en  el  sector  infero-externo  y en  la  periferia,  una  in- 
filtración parenquimatosa  ligera  con  vascularización  intersti- 
cial. El  iris  está  un  poco  decolorado,  la  pupila  irregular  y 
contraída,  es  el  sitio  de  muy  ligero  exudado;  además,  en  el 
ángulo  irido-corneado  y en  el  lugar  que  corresponde  al  en- 
turbamiento de  la  córnea  y á la  inyección  perikerática,  seven 
dos  cuerpos  ó masas  fusiformes  de  coloración  amarillenta, 
llenando  el  espacio  comprendido  entre  la  raíz  del  iris  y la 
cara  posterior  de  la  córnea,  y limitadas  del  lado  interno  por 
un  borde  ligeramente  convexo. 

Estos  tubérculos  leprosos,  recuerdan  ciertos  gomas  sifi- 
líticos ó tuberculosos,  que  nacen  en  el  cuerpo  ciliar.  La  ten- 
sión ocular  es  normal.  La  acuidad  visual  es  muy  reducida, 
el  enfermo  cuenta  los  dedos  á 3 metros.  No  se  puede  explorar 
el  fondo  del  ojo.  El  examen  de  la  secreción  conjuntival,  nos 
ha  permitido  comprobar  algunos  bacilos  leprosos. 

LESIONES  LEPROSAS  DE  LAS  MEMBRANAS  PROFUNDAS, 
CUERPO  CILIAR,  RETINA  Y COROIDES 

La  invasión  del  cuerpo  ciliar  parece  muy  profunda,  pero 
es  raro  que  se  observen  signos  de  ciclitis;  no  es  sino  por  el 
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depósito  de  precipitados  en  la  cara  posterior  de  la  córnea  que 
se  puede  clínicamente  afirmar  la  lesión  del  cuerpo  ciliar. 

Hemos  visto  estos  precipitados  aparecer  en  un  caso  y 
afectar  la  disposición  triangular  de  base  inferior  y cuyo  vér- 
tice corresponde  al  centro  pupilar.  Esta  disposición  tan  ca- 
racterística hacía  comprender  que  se  trataba  de  precipitados 
de  la  ciclitis,  y no  de  la  infiltración  nodular-parenquimatosa 
de  la  córnea,  con  la  cual  un  examen  superficial  podía  confun- 
dirla. Los  fenómenos  reaccionales  eran  poco  marcados.  Pocas 
sinequias  del  iris,  ninguna  otra  manifestación  ocular  de  la 
lepra  y no  damos  importancia  á este  hecho,  en  razón  á la 
coexistencia  de  la  infección  leprosa  del  cuerpo  ciliar  de  la 
coroides  y de  la  retina  en  su  parte  periférica,  correspondiendo 
al  segmento  anterior  de  la  esclerótica. 

Fuera  del  examen  anatómico,  es  raro  podernos  explicar 
la  existencia  de  las  lesiones,  porque  la  frecuente  opaci- 
dad de  la  córnea  y la  existencia  de  depósitos  pupil  ares  hacen 
imposible  el  examen  oftalmoscópico. 

No  hemos  encontrado  más  que  la  sola  observación  de 
Trantas,  que  haya  tratado  una  enferma  de  lepra  sistematiza- 
da nerviosa,  presentando  lagoftalmos,  keratitis,  iritis  y corio- 
retinitis,  que  describe  así:  una  mancha  negra  muy  grande, 
un  poco  fuera  y arriba  de  la  mácula,  es  un  producto  coroideo- 
pigmentario.  Se  pueden  distinguir,  además,  puntos  redondos, 
que  apenas  tienen  la  dimensión  de  una  cabeza  de  alfiler  (con 
el  aumento  que  se  tiene  con  la  imagen  recta),  que  están  al 
lado  de  las  paredes  de  las  venas  maculares.  No  lejos  del  lado 
temporal,  hay  una  alteración  del  pigmento  del  fondo  del  ojo. 
Se  observan,  además,  dos  manchas  amarillentas  dirigidas 
hacia  la  oraserrata  de  arriba  abajo.  La  acuidad  visual  de  este 
ojo,  es  casi  normal.” 

En  sus  publicaciones  sobre  las  lesiones  oculares  Hansen 
y Bull,  demuestran  que  las  alteraciones  leprosas  de  las  mem- 
branas profundas,  no  se  extienden  más  allá  de  la  oraserrata. 

En  la  observación  de  Doutrelepont  y Wolters,  existía 
una  infiltración  leprosa  de  la  coroides  muy  marcada  al  nivel 
de  la  región  anterior,  correspondiendo  á las  lesiones  esclera- 
les. Los  bacilos  existían  intercelulares  los  vasos  ó su  vecin- 
dad. Eran  muy  raros  en  la  región  posterior. 

En  la  observación  de  Philipsson,  la  coroides  contenía 
células  leprosas,  grandes  y pequeñas  en  su  porción  anterior. 
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La  retina  presentaba  igualmente  en  esta  región  células 
leprosas,  que  ocupaban  las  de  las  gauglionares.  En  nuestro 
caso  no  existían,  sino  ligeras  y pocas  lesiones  coroides,  aun  en 
la  región  anterior  sin  haber  encontrado  más  que  un  solo  foco 
retiniano-perivascular.  En  estos  tres  casos  la  arteria  central 
y el  nervio  óptico,  no  presentaban  ninguna  lesión  leprosa. 

M.  G.,  sesenta  y tres  años,  ha  tenido  un  chancro  indu- 
rado, sin  haber  presentado  después  manifestaciones  específi- 
cas. En  1894,  aparecieron  alteraciones  maculosas  en  la  cara 
y en  el  cuerpo,  reconocidas  por  manifestaciones  leprosas. 
Desde  entonces  ha  tenido  lesiones  nasales,  faríngeas  y facia- 
les, cuyo  diagnóstico  no  deja  duda  sobre  la  infección  leprosa, 
comprobada  igualmente  por  el  microscopio.  El  enfermo  ha 
presentado  desde  Mayo  de  1896,  un  trastorno  visual  del  ojo 
derecho.  El  1?  de  Septiempre  de  1896,  nos  cercioramos  de 
la  caída  completa  de  las  pestañas  de  los  dos  lados,  sin  nodu- 
los leprosos  ó cicatrices  de  ellos.  El  ojo  derecho  presentaba 
una  ligera  inyección  perikerática.  El  iris  no  decolorado  pare- 
ce normal,  se  notan,  sin  embargo,  algunas  sinequias  del  bor- 
de pupilar.  Sobre  la  cara  posterior  de  la  córnea  y en  triángulo 
cuya  base  corresponde  al  borde  inferior  de  ella,  y el  vértice 
á su  centro,  se  observa  cierto  número  de  precipitados  grises, 
algunos  de  ellos  puntiformes  y oblicuos,  por  la  presencia  de 
granulaciones  pigmentadas.  No  hay  irritación  ni  dolores.  La 
acuidad  muy  reducida  por  estas  opacidades  que  llenan  la 
zona  pupilar  de  la  córnea,  con  6 D V=-¿-  se  ilumina  el  fon- 
do del  ojo,  pero  no  se  ve  ningún  detalle.  Tensión  y campo 
visual  normales. 

A la  izquierda  no  hay  precipitados  sobre  la  cara  poste- 
rior de  la  córnea;  pero  existen  algunas  sinequias  irianas  y 
cierto  grado  de  paresia  pupilar.  La  inyección  perikerática, 
poco  marcada  V=-¿-  con  5 D. 

El  fondo  del  ojo  no  presenta  alteraciones  manifiesta. 

TENSION  OCULAR  NORMAL. 

( conclusiones) 

Las  manifestaciones  leprosas  oculares,  en  lo  general,  se 
presentan  en  el  segmento  anterior. 

No  es  el  globo  ocular  una  de  las  puertas  de  entrada  de 
la  infección,  porque  este  órgano  se  afecta  secundariamente. 


ESTADISTICA  DE  III  CATARATA  ENTRE  US  ANTILLAS  Y MALLORCA 


POR  EL 

D"R.  JUAN  "RAMON  ELL 

(HABANA,  cuba) 


Desde  el  principio  de  mi  llegada  á las  Antillas  ha  pre- 
ocupado mi  mente  el  ver  tantos  enfermos  de  catarata,  que  se 
han  presentado  á mi  consulta,  cuya  causa  la  he  atribuido 
siempre  al  clima. 

Hace  cuatro  años  menos  tres  meses  que  estoy  ejercien- 
do la  especialidad  en  las  Antillas;  veinticinco  meses  en  Puer- 
to Rico,  seis  y medio  en  la  República  Dominicana  y catorce 
en  Cuba. 

Durante  todo  este  tiempo  se  han  presentado  á mi  con- 
sulta 2,023  enfermos;  restando  23,  puesto  que  esta  cantidad 
no  llega  á %%  quedan  en  números  redondos  2.000. 

Entre  estos  2.000  enfermos  ha  habido  188  cataratas. 

El  tanto  por  ciento  de  estas  188,  al  total  de  enfermos 
2,000,  es  de  9,40%;  cerca  del  9¿4%. 

Estas  cataratas  han  sido  clasificadas  de  la  manera  si- 
guiente: 


Seniles 116 

Blandas 46  (en  este  grupo  están  incluidas  las  Morganian) 

Congénitas 12 

Complicadas 8 

y Traumáticas 6 


188 

El  tanto  por  ciento  de  cada  una  de  estas  clases  es: 

en  las  Seniles  de 5,80%;  ó sea  5 y más  de  *4% 

en  las  Blandas  de 3,20 ,,  ; ó sea  3 y menos  de  %% 

en  las  Congénitas  de 0,60 ,,;  ó sea  más  del  l/z% 

en  las  Complicadas  de 0,40 ,,;  ó sea  cerca  del  ]/2% 

y en  las  Traumáticas  de...  0,30 ,,  ; ó sea  más  del  %% 

En  cuanto  á las  razas,  la  blanca  es  la  más  azotada. 


TOMO  II 


27 


418 


En  los  2,000  enfermos  se  han  presentado: 

en  la  raza  blanca  162  cataratas 

,,  ,,  ,,  mestiza 12  ,, 

,,  ,,  ,,  negra 10 

,,  ,,  ,,  china..  * 2 ,, 

y ,,  ,,  ,,  árabe 2 


Total  188 

El  tanto  por  ciento  en  cada  una  de  estas  razas  es: 


en  la  blanca  de 8,10%;  ó sea  8 y menos  de  %% 

,,  ,,  mestiza  de 0,60  ,,  ; ó sea  más  del  ]4% 

,,  ,,  negra  de. 0,50  ,,  ; ó sea  el 

,,  ,,  china  de  0,10  ,,  ; ó sea  menos  dé  }i% 

y ,,  ,,  árabe  de  0,10  ,,  ; ó sea  menos  de  yi% 


Las  diferentes  clases  de  cataratas  han  sido  clasificadas, 
según  la  raza,  de  la  manera  siguiente: 


Catarata  senil  en  la  blanca  ha  habido  102 

,,  ,,  ,,  ,,  mestiza  6 

>>  >,  » » negra 6 

,,  ,,  ,,  ,,  china 2 

,,  ,,  ,,  „ árabe 0 

,,  blanda  ,,  ,,  blanca 38 

,,  ,,  ,,  ,,  mestiza 2 

» „ negra... 4 

,,  ,,  ,,  ,,  china 0 

,,  ,,  ,,  ,,  árabe 2 

,,  congénita  ,,  ,,  blanca 12 

,,  ,,  ,,  ,,  mestiza 0 

,,  ,,  ,,  ,,  negra 0 

,,  ,,  ,,  ,,  china 0 

,,  ,,  ,,  ,,  árabe 0 

, , complicada , , , , blanca 6 

,,  ,,  ,,  ,,  mestiza 2 

,,  ,,  ,,  ,,  negra 0 

,,  ,,  ,,  „ china 0 

,,  ,,  ,,  ,,  árabe 0 

,,  traumática  ,,  ,,  blanca 4 

,,  ,,  ,,  ,,  mestiza 2 

,,  ,,  ,,  ,,  negra 0 

,,  ,,  ,,  ,,  china 0 

,,  ,,  ,,  ,,  árabe 0 


Total 188 


El  tanto  por  ciento  de  cada  una  de  estas  clases  de  cata- 
rata según  raza  es: 


en  las  cataratas 

y y y y y y 


seniles  raza  blanca  de 

,,  ,,  mestiza  de 

, , , , negra  de 

,,  ,,  china  de 

,,  ,,  árabe  de 

blandas  ,,  blanca  de 

,,  ,,  mestiza  de 

,,  ,,  negra  de 


5,10%;;  ó sea  5 y menos  de  ]4% 
0,30,,;,,  ,,  más  de  X% 

0,30 ,,  ; ,,  ,,  ,, . ,,  ,, 

0,10,,  ; ,,  ,,  menos  de  j4% 

0 

1,90,,;,,  ,,  1 y más  de 
0,10,,;,,  ,,  menos  de  *4,, 
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las  cataratas  blandas  raza 

china  de 

. 0 

y y 

árabe  de 

• 0,10% 

congénitas  ,, 

blanca  de 

. 0,60,, 

mestiza  de.... 

. 0 

M 

negra  de 

. 0 

t 

china  de 

. 0 

complicadas  ,, 

árabe  de 

. 0 

y y 

j , 

blanca  de 

0,30  „ 

” 

mestiza  de.... 

. 0,10,,: 

y y 

> » , , 

negra  de 

. 0 

)> 

china  de 

. 0 

>) 

árabe  de 

. 0 

> } 

traumáticas  ,, 

blanca  de 

. 0,20,, 

y y y y 

mestiza  de.... 

• 0,10,, 

y y 

y y y y 

negra  de 

. 0 

yy  yy 

china  de 

. 0 

,, 

,, 

y , y 

árabe  de 

. 0 

ó no  más  de  XA% 


más  X% 
menos  ,,  % ,, 


X 


La  diferencia  de  cada  una  de  estas  cataratas  según  raza 
es  la  siguiente: 

En  las  cataratas  seniles  en  la  raza  blanca 

con  respecto  á la  mestiza  es  de 4,80%;  ó sea  4 y más  de  ¿4% 

,,  ,,  ,,  ,,  negra  es  de 4,80,,;,,  ,,  4,,  ,,  ,,  X „ 

,,  ,,  ,,  ,,  china  es  de 5,00,, 

, , , , , , , , árabe  es  de 0 

En  las  cataratas  blandas  en  la  raza  blanca 

con  respecto  á la  mestiza  es  de 1,80%;  ó sea  1 y más  de  }i°/c 

,,  ,,  , , , , negra  es  de 1,60,,;,,  ,,  1 ,,  ,,  ,, 

,,  ,,  ,,  ,,  china  es  de 0 

,,  ,,  ,,  ,,  árabe  es  de 1,80 ,,;,,,,  1 ,,  ,,  ,,  t. 

En  las  cataratas  congénitas  en  la  raza  blanca 

con  respecto  á la  mestiza  es  de 0 

,,  ,,  ,,  ,,  negra  es  de 0 

,,  ,,  ,,  ,,  china  es  de 0 

,,  ,,  ,,  ,,  árabe  es  de 0 

En  las  cataratas  complicadas  en  la  raza  blanca 

con  respecto  á la  mestiza  es  de  0,20%  ó sea  menos  de  ]4% 

,,  ,,  ,,  ,,  negra  es  de 0 

,,  ,,  ,,  ,,  china  es  de 0 

,,  ,,  ,,  ,,  árabe  es  de 0 

En  las  cataratas  traumáticas  en  la  raza  blanca 

con  respecto  á la  mestiza  es  de 0,10%  ó sea  menos  de  ]/%% 

,,  ,,  ,,  ,,  negra  es  de 0 

,,  ,,  ,,  ,,  china  es  de . 0 

, , , , , , , , árabe  es  de ...  0 

Con  respecto  á la  edad  según  raza  y clase  de  catarata  lie 
notado  lo  siguiente: 
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En  la  raza  blanca  con  catarata  senil  el  más  joven  tuvo 
49  años,  con  buena  percepción  luminosa. 

En  la  mestiza  con  catarata  senil  el  más  joven  tuvo  59 
años  y contaba  los  dedos  á la  distancia  de  50  centímetros. 

En  la  negra  con  catarata  senil  el  más  joven  tuvo  54  años 
y aun  tenía  en  los  dos  ojos  2/$  de  visión. 

En  la  china  con  catarata  senil  el  más  joven  tuvo  60  años 
y aun  tenía  en  ambos  ojos  la  ]/2  de  visión. 

En  la  árabe  con  catarata  senil,  0. 

En  la  raza  blanca  con  catarata  blanda  el  más  joven  tuvo 
31  años,  con  buena  percepción  luminosa. 

En  la  mestiza  con  catarata  blanda  el  más  joven  tuvo  35 
años  con  buena  percepción  luminosa. 

En  la  negra  con  catarata  blanda  el  más  joven  tuvo  45 
años,  con  buena  percepción  luminosa. 

En  la  china  con  catarata  blanda,  0. 

En  la  árabe  con  catarata  blanda  el  más  joven  tuvo  40 
años  y contaba  los  dedos  á 3 m. 

La  diferencia  entre  la  edad  del  individuo,  según  raza, 
y la  catarata  senil  es  en  la  raza  blanca  de  más  de  10  años 
antes  que  en  la  mestiza  y negra  y mucho  más  que  en  la 
china. 

En  la  árabe  no  se  ha  presentado  ningún  caso. 

La  diferencia  entre  la  edad  del  individuo,  según  raza,  y 
la  catarata  blanda  es  en  la  raza  blanca  de  4 años  antes  que 
en  la  mestiza  y 14  años  antes  que  en  la  negra. 

En  la  china  no  se  presentó  ningún  caso. 

Y en  la  árabe  podemos  decir  que  tarda  10  años  más  en 
presentarse  que  en  la  blanca. 

Con  respecto  á las  demás  clases  de  cataratas,  congénitas, 
complicadas  y traumáticas,  no  doy  ningún  detalle,  por  no  ver 
los  enfermos  inmediatamente  después  de  su  formación,  con 
respecto  á las  complicadas  y traumáticas;  y en  cuanto  á las 
congénitas,  por  ser  la  causa  común. 

Tomando  de  los  últimos  años  el  mismo  número,  2,000 
enfermos,  de  Mallorca,  donde  he  ejercido  diez  y seis  años,  re- 
sulta que  entre  éstos,  sólo  hubo  116  cataratas. 

El  tanto  por  ciento  de  éstos  116  al  total  de  enfermos 
2,000  es  de  5,80%  ó sea  5 y más  de  ^%. 

Estas  116  cataratas  fueron  clasificadas  de  la  misma  ma- 
nera que  las  de  las  Antillas. 
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Seniles 93 

Blandas 8 (en  este  grupo  están  incluidas  las  Morganian) 

Congénitas  2 

Complicadas 8 

Traumáticas 5 


Total 116 

El  tanto  por  ciento  de  cada  una  de  estas  clases  es: 

en  las  seniles  de. 4,65%;  ó sea  4 y cerca  de  %,% 

,,  ,,  blandas  de 0.40,,;,,  ,,  cerca  del  y2c/o 

,,  ,,  congénitas  de 0,10,,;,,  ,,  menos  de  l/%% 

,,  ,,  complicadas  de 0,40,,;,,  ,,  cerca  del  j^% 

,,  ,,  traumáticas  de 0,25,,;,,  ,,  el  %% 

Comparando  las  cantidades  correspondientes  á los  enfer- 
mos de  Mallorca,  con  las  de  los  enfermos  de  las  Antillas,  se 
ve  en  éstos  un  aumento: 

en  su  totalidad  de 3,60%;  ó sea  3 y más  del  y2 % 

,,  las  seniles  de... 1,15,,  ; ,,  ,,  1 y más  de  *4% 

,,  ,,  blandas  de 2,80,,;,,  ,,  2 y más  de  3(% 

,,  ,,  congénitas  de 0,50,,  ; ,,  ,,  el  y2% 

,,  ,,  complicadas  de 0 

,,  ,,  traumáticas  de 0,05,,;,,  ,,  menos4  1/i6% 

Con  respecto  á la  edad  de  los  enfermos  de  las  Antillas  y 
á la  de  los  de  Mallorca,  no  hay  tanta  diferencia  como  con  el 
número  de  cataratas,  sobre  todo  con  las  seniles. 

En  las  Antillas,  el  enfermo  más  joven  con  catarata  senil 
tuvo  49  años  y con  buena  percepción  luminosa. 

En  Mallorca  el  más  joven  fue  de  50  y podía  aún  contar 
los  dedos  á la  distancia  de  2 m. 

Diferencia:  1 año. 

Con  respecto  á la  catarata  blanda  es  más  notable  la  di- 
ferencia. 

En  las  Antillas  el  más  joven  con  catarata  blanda  lia  sido 
de  31  años,  con  buena  percepción  luminosa. 

En  Mallorca  el  más  joven  fue  de  41  años,  con  buena 
percepción  luminosa. 

Diferencia:  10  años. 

No  doy  detalles  de  las  cataratas  congénitas,  complicadas 
ni  traumáticas,  porque  además  de  lo  dicho  no  les  ejerce  nin- 
guna influencia  el  clima. 

Por  último,  ante  los  datos  que  anteceden,  se  ve  de  una 
manera  clara  que  el  clima  de  las  Antillas  es  favorito  para  el 
desarrollo  de  las  cataratas  seniles  y blandas. 


ALCOHOL  AND  TOBACCO  AMBLYOPIA  IN  CUBA 


BY 

DR.  CHARLES  E.  FI/NLAg 

(HABANA  , CUBA  .) 


My  experience,  during  the  eight  years  that  I have  been  practising  in  Cuba, 
being  utterly  at  variance  with  the  authoritative  statements  hitherto  made  in  con- 
nection with  the  alleged  immunity  of  the  Cubans  and  Spaniards  against  tobacco 
amblyopia;  1 I beg  to  present  to  this  Congress  a series  of  92  cases  of  alcohol  and 
tobacco  ambliopia  which  I heve  come  across  in  my  personal  practice  in  a total  of 
4300  cases.  Among  these,  only  those  cases  are  considered  in  which  more  or  less 
permanent  damage  has  been  brought  about  by  a more  or  less  prolonged  intoxication 
by  one  or  both  of  the  above  mentioned  poisons,  transient  disturbances  not  having 
taken  into  consideration.  These  cases  are  presented  in  tabular  form  at  the  end  of 
this  paper.  A careful  examination  will  show  that  in  a certain  number  the  determin- 
ation of  the  etiological  factor  was  not  easy,  and  possibly  my  judgement  at  fault;  I 
have  however  endeavored  to  discriminate  as  carefully  as  possible. 

OCCURRENCE.  Race.  I have  found  a marked  preference  of  the  disease  for 
the  white  race,  the  alleged  immunity  of  the  Spanish  race  not  existing;  thus  of  my 
92  cases: 


75  occurred  in  Cuban  or  Spanish  whites. 

2 ,,  ,,  North  American  whites. 

2 ,,  ,,  French  whites. 

5 ,,  ,,  Cuban  mulatoes. 

8 ,,  ,,  ,,  blacks. 

92 

This  preference  for  the  white  race  is  more  apparent  than  real,  for  the  colored 
race  in  Cuba,  being  much  less  highly  educated  than  the  white,  is  less  apt  to  seek 
improvement  for  not  very  marked  visual  defects,  not  demanding  as  much  from 
their  eyes  as  the  better  instructed  whites;  at  the  same  time  their  lower  social  and 
economic  status  precludes  much  self-indulgence. 

Sex. — My  experience  in  this  respect  is  in  accordance  with  that  of  other 
observers,  the  great  majority  of  my  cases  having  occurred  among  males,  which  is 
what  one  would  expect  on  considering  the  difference  in  habits.  Thus: 

85  cases  occurred  in  men. 

7 ,,  ,,  ,,  women. 
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1 De  Wecker. — Traité  Complet  d’Ophthalmologie.  (De  Weeker  et  Eanoolt)  IV,H57. 
Santos  Fernández-Soe.  opth.  de  Paris  Nov.  3 1891. 

De  Schweiniz. — A System  of  Diseases  of  the  Eye  (Norris  and  Oliver)  IV-804. 


423 


Age. — As  regards  age,  I have  found  the  affection  also  to  be  in  accordance 
with  the  usual  habíts,  being  more  prevalent  between  30  and  50  years,  especially 
between  30  and  40.  Thus. 


1 1 cases  occurred  between 

20  and 

30  years  of  age 

35  ,,  ,,  ,, 

30  ,, 

40  ,,  „ „ 

22 

40  ,, 

50  „ „ „ 

15  ” 

50  ,, 

60  ,,  ,,  ,, 

9 ,, 

60  ,, 

70  ,,  ,,  „ 

92 


Etiology. — As  regards  the  particular  toxic  agent,  I found: 

5 cases  of  pure  Alcohol  Amblyopia. 

31  ,,  ,,  ,,  Tobacco  ,, 

56  ,,  ,,  mixed  Alcohol  and  Tobacco  Amblypia. 


92 

In  2 of  the  pure  alcohol  cases , 2 a general  running  down  of  the  system  by 
malnutrition  and  fevers  seems  to  have  acted  as  a predisposing  agent. 

In  4 of  the  31  tobacco  cases  the  origin  of  the  amblyopia  may  be  considered 
doubtful:  In  2 3 there  was  a total  atrophy  of  the  optic  nerves  with  a history  of 
tobacco  abuse,  no  other  cause  being  discoverable.  In  one  4 in  which  the  patient 
besides  being  a workman  in  a factory  gave  a history  of  excessive  tobacco  smoking 
it  was  difficult  to  determine  whether  the  amblyopia  was  due  to  the  tobacco  or  to 
fevers  or  quinine.  In  one  case  finally,  5 it  was  doubtful  whether  the  diminution  in 
sight  was  due  to  the  abuse  of  tobacco  or  to  loss  of  blood  from  hcemorrhoids. 

Two  of  the  pure  tobacco  cases  deserve  special  notice  on  account  of  the  intox- 
ication having  taken  place  not  through  smoking  but  through  aspiration  of  the  fu- 
mes of  tobacco  in  a factory.  6 7 8 9 10 11 12 One  of  these  cases  particularly  (case  6th)  was  typical, 
with  an  absolute  central  scotoma. 

In  4 of  these  tobacco  cases  7 malnutrition  or  loss  of  blood  may  have  acted 
as  predisposing  agents. 

Of  the  mixed  cases  3 are  of  doubtful  etiology.  In  one  8 it  being  difficult  to 
determine  whether  the  affection  should  be  ascribed  to  abuse  of  alcohol  and  tobacco 
or  to  syphilis;  another  2 was  ataxic,  and  in  the  third  10  it  was  doubtful  whether  the 
diminution  in  sight  ought  not  to  be  attributed  to  fevers  or  quinine. 

Two  of  the  cases  U besides  giving  a history  of  abuse  of  alcohol  and  tobacco 
smoking  deserve  special  notice,  one  being  a workman  in  a tobacco  factory  and  the 
other  in  a destillery.  Fevers  and  exposure  may  have  acted  as  predisposing  agents 
in  four  of  these  mixed  cases  12. 

Symptoms  and  course. — The  symptoms  which  these  cases  presented  were 
for  the  most  part  the  usual  ones,  viz:  diminution  in  the  visual  acuity,  central 
scotoma  at  first  for  red  and  green  and  finally  if  the  case  is  allowed  to  goon  absolute 
the  opthalmoscopic  signs,  when  present,  being  pallor  of  the  temporal  quadrant  of 
the  optic  nerve  in  advanced  cases  leading  to  a partial  atrophy  of  the  said  temporal 
quadrant. 

As  regards  the  course,  the  cases  are  divisible  into  acute , where  the  loss  of 
sight  takes  place  more  or  less  rapidly,  and  chronic  where  this  occurs  more  slowly; 


2.  Cases  29  and  77. 

3.  Case  2 and  28. 

3.  Case  G7. 

5.  Case  90. 

6.  Cases  6 and  20. 

7.  Cases  2,  67,  70  and  90. 

8.  Case  13. 

9.  Case  18. 

10.  Case  76. 

11.  Cases  15  and  86. 

12.  Coses  3,  23,  61  and  73. 
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both  forms  may  lead  to  a partial  or  total  atrophy  of  the  optic  nerve.  The  cases  may 
be  grouped  as  follows: 


Acute  cases 

23 

Chronic  cases 

48 

Cases  of  partial  atrophy 

17 

,,  ,,  total  ,, 

4 

92 

Special  attention  is  called  to  case  10  which  was  an  acute  case  observed  from 
the  start  and  which  notwithstanding  a most  energetic  treatment  lead  to  total 
blindness  of  both  eyes 

Treatment. — This  consisted  almost  universally  of:  Total  abstinence  from 
alcohol  and  tobacco  (no  reduction  in  the  amount  will  do),  and  the  internal  admin- 
istration of  isdide  of  potassium  and  strychnia. 

RESUETS. — These  I have  considered  as  good  when  a distinct  improvement  in 
the  diminished  visual  acuity  has  been  brought  about,  as  moderate  when  this  has 
been  slight  or  none  at  all  but  the  diminution  has  not  progressed,  and  as  bad  when 
the  visual  acuity  has  continued  to  diminish  in  spite  of  the  treatment. 

Of  the  45  cases  which  I have  been  able  to  follow,  the  results  have  been: 

in  25  cases 
„ 16  „ 

„ 4 „ 


Good 

Moderate 

Bad 


45 
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AMBLI0P1A  ALCOHOLICA  Y TA BAQUICA  EN  CUBA 

POR  EL 

DR.  0.  E.  FI/NLAL) 

(HABANA,  cuba) 

Mi  experiencia,  durante  los  oclio  años  que  ejerzo  en 
Cuba,  respecto  á la  alegada  inmunidad  de  los  cubanos  y 
españoles  contra  la  ambliopia  tabáquica,  es  del  todo  contra- 
ria á las  declaraciones  autorizadas  sobre  la  materia;  por  lo 
tanto  me  permito  presentar  al  Congreso  una  serie  de  92 
casos  de  ambliopia  alcohólica  y tabáquica  que  he  tenido  en 
mi  clientela  particular  en  un  total  de  4300  casos.  Entre  éstos 
sólo  he  incluido  aquellos  casos  en  los  cuales  una  intoxicación 
más  ó menos  prolongada  por  uno  ú otro  ó ambos  venenos 
habían  producido  trastornos  más  ó menos  permanentes,  no 
habiendo  tomado  en  consideración  aquellos  en  los  cuales  los 
trastornos  eran  transitorios. 

ETIOLOGIA 

Raza. — De  estos  92  casos: 

75  fueron  blancos  cubanos  ó españoles 

5 ,,  mulatos  ,, 

8 , . negros  , , 

2 ,,  blancos  norte-americanos 

2 ,,  ,,  franceses 

92 

Sexo. — Mi  experiencia  en  este  particular  concuerda  con 
la  de  otros  observadores,  la  gran  mayoría  de  mis  casos  siendo 
hombres,  que  es  lo  natural  si  se  toma  en  consideración  la 
diferencia  en  costumbres: 

85  fueron  hombres 
7 ,,  mujeres 


92 


446 


Edad. — La  afección  es  más  común  entre  30  y 50  años 
de  edad,  especialmente  entre  30  y 40  años.  De  mis  casos: 

11  tenían  de  20  á 30  años 

35  „ ,,  30  ,,  40  „ 

22  ,,  „ 40  „ 50  „ 

15  ,,  ,,  50  ,,  60  ,, 

9 ,,  ,,  60  ,,  70  ,, 

92 

Agente  Tóxico. — Respecto  al  agente  tóxico  en  especial, 
encontramos: 

5 casos  de  ainbliopia  alcohólica  pura 
31  ,,  ,,  ,,  tabáquica  ,, 

56  ,,  ,,  ,,  mixta  de  alcohol  y tabaco 

92 

De  los  casos  de  ambliopia  tabáquica  pura,  2 eran  traba- 
jadores de  fábricas  de  tabaco  en  los  cuales  no  existía  historia 
de  abuso  de  alcohol  ni  de  fumar  tabaco,  uno  siendo  un  caso 
típico  con  un  escotoma  central  absoluto. 

En  unos  pocos  casos  mala  nutrición,  fiebres  y exposición 
á la  intemperie  parecen  haber  ejercido  una  influencia  predis- 
ponente. De  éstos: 

2 fueron  de  A.  alcohólica  pura 
4 ,,  ,,  ,,  tabáquica  ,, 

4 ,,  ,,  ,,  mixta  por  abuso  de  alcohol  y tabaco 

10 

Síntomas  y curso. — Los  síntomas  presentados  por  estos 
casos,  por  lo  general,  fueron  los  comunes  de  esta  afección: 
Disminución  de  la  agudeza  visual,  escotoma  ceutral  al  prin- 
cipio para  el  verde  y el  rojo  y finalmente,  si  el  caso  progresa, 
absoluto;  los  signos  oftalmoscópicos  cuando  existieron  con- 
sistían en  palidez  del  cuadrante  temporal  de  la  papila,  y en 
los  casos  avanzados  una  atrofia  parcial  del  nervio  óptico — 
del  mencionado  cuadrante  temporal. 

En  cuanto  al  curso  de  la  afección,  los  casos  se  pueden 
dividir  en  agudos,  cuando  la  disminución  de  la  agudeza  visual 
sobreviene  más  ó menos  rápidamente,  y crónicos  cuando  esta 
sobreviene  de  una  manera  más  lenta  é insidiosa;  ambas  for- 
mas pudiendo  conducir  á una  atrofia  parcial  ó total  del  nervio 
óptico.  Mis  casos  se  pueden  agrupar  de  la  manera  siguiente: 
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Casos  agudos 23 

, , crónicos 48 

,,  de  atrofia  parcial 17 

,,  ,,  ,,  total 4 
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Tratamiento. — Este  consistió  en:  Abstinencia  absoluta 
de  alcohol  y tabaco,  y la  administración  al  interior  de  yoduro 
de  potasio  y estricnina. 

Resultados. — Yo  he  considerado  éstos  como  buenos 
cuando  se  ha  logrado  una  mejoría  apreciable  en  la  agudeza 
visual,  como  mediano  cuando  ésta  ha  sido  poca  ó ninguna,  y 
malos  cuando  apesar  del  tratamiento  la  disminución  en  la 
agudeza  visual  ha  progresado.  En  los  45  casos  que  he  podido 
seguir,  los  resultados  fueron: 

Buenos  en  25  casos 
Medianos  ,,  lfi  ,, 

Malos  , , 4 , , 


45  casos 


CASE  OF  BLINDNESS  FROM  SYMPATHETIC  OPHTHALMITIS 

COMPLICATED  WITH  SECONDARY  GLAUCOMA. 

RESTORATION  OF  VISION  BY  TWO  IRIDECTOMIES,  ONE  WITH  EXTRACTION  OF  LENS, 
AN  IRIDOCYSTECTOMY,  AND  TYRRELL’S  OPERATION  OF  DRILLING 

BY 

CHARLES  A.  OLIVER,  A.M.,  M.TD. 

OF  PHILADELPHIA,  PA.  ATTENDING  SURGEON  TO  WILLS’EYE  HOSPITAL; 
OPHTHALMIC  SURGEON  TO  THE  PHILADELPHIA  HOSPITAL 


Sixty  years  ago  Frederick  Tyrrell,  at  that  time  Senior  Surgeon  to  the  Royal 
London  Ophthalmic  Hospital  and  Surgeon  to  St.  Thomas’  Hospital,  London, 
England,  wrote  these  words:  1 

“Of  the  Operation  of  Drilling.  There  are  many  cases  in  which  capsular  or 
capsulo-lenticular  cataract  is  produced  by  the  extension  of  inflammation  from  the 
iris  to  the  capsule 

“In  such  cases  the  operation  of  extraction  ought  not  to  be  attempted;  because 
the  adhesions  between  the  iris  and  anterior  part  of  the  capsule  of  the  lens,  make  it 
extremely  difficult  to  get  out  the  lens,  after  the  section  of  the  cornea  is  made;  it 
cannot  be  accomplished  without  much  violence;  and,  when  effected,  is  most  likely 
to  excite  deep-seated  inflammation,  which  would  be  fatal  to  the  organ;  such  has 
been  the  unfortunate  result  of  the  operation  of  extraction  in  nearly  all  cases  of  this 
kind  in  which  I have  known  it  to  be  performed. 

“Some  years  since,  the  practice  at  the  Ophthalmic  Hospital,  in  the  treatment 
of  these  cases,  was  to  divide  the  iris  and  lens  at  the  same  time,  by  Maunoir’s 
scissors,  so  as  to  form  an  artificial  pupil,  and  expose  the  lens  to  the  influence  of  the 

aqueous  fluid The  result  ot  this  practice  was,  however,  so  very  unsuccessful, 

that  I dreaded  to  undertake  it,  and,  by  careful  observation,  I had  good  reason  to 
suspect  that  a great  deal  of  the  mischief  which  followed  the  operation,  and  proved 
fatal  to  the  eye,  resulted  from  the  pressure  and  irritation  produced  by  the  divided 
portions  of  the  crystalline  lens,  which  were  usually  displaced  by  the  operation. 

“After  much  careful  consideration  of  the  subject,  I felt  satisfied  that  a much 
better  result  might  be  obtained  by  a modification  of  Mr.  Saunders’s  operation  for 
solution,  by  which  the  lens  might  be  got  rid  of;  and  that,  subsequently,  Maunoir’s 
operation  might  be  performed  with  much  less  risk. 

“The  plan  I adopted,  and  have  since  continued,  is  as  follows: 

“The  patient  being  placed  as  if  to  undergo  the  anterior  operation  for  solution, 
I have  passed  a very  fine  straight  needle  through  the  cornea  at  the  outer  part; 
and,  then,  directing  the  point  to  the  anterior  capsule  of  the  lens  close  to  the  inner 
margin  of  the  pupil  (taking  care  not  to  injure  the  iris)  and  causing  the  instrument 
to  penetrate  the  capsule,  and  enter  the  substance  of  the  lens  to  the  extent  of  about 
one-sixteenth  of  an  inch,  I have  rotated  the  handle  of  the  needle  between  he 


1 A Practical  Work  on  the  Diseases  of  the  Eye,  and  their  Treatment,  Medically,  Topically, 
and  by  Operation.  Vol.  II,  1849,  pp.  464-480. 
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forefinger  and  thumb,  so  as  to  make  the  point  act  as  a drill;  and  having  secured  an 
opening  more  free  than  could  be  effected  by  a simple  puncture,  then  I have  with- 
drawn the  needle. 

“By  using  a very  fine  straight  needle,  of  uniform  thickness,  and  by  introduc- 
ing it  a little  obliquely  through  the  cornea  I have  frequently  performed  this  oper- 
ation, without  the  loss  of  a single  drop  of  aqueous  humor;  and  I have  rarely 
found  it  produce  any  inflammation. 

“According  to  the  degree  of  absorption  or  solution,  I have  usually  repeated 
this  operation,  every  3,  4,  or  5 weeks;  and  have  been  careful  to  puncture  the 
opaque  capsule  in  a fresh  place,  at  each  operation;  and  this  has  generally  enabled 
me  so  far  to  weaken  or  detach  the  portion  of  the  capsule,  occupying  the  site  of 
the  pupil,  that  it  has  been  easily  displaced  when  the  lens  has  become  dissolved. 

“The  extent  of  the  loss  of  lens  may  be  ascertained  by  two  means:  first,  the 
increase  in  size  in  the  anterior  chamber;  secondly,  by  the  resistance  offered  to  the 
point  of  the  needle;  for  as  long  as  much  of  the  lens  remains,  the  operator  may  feel 
resistance  to  the  point  of  the  instrument;  whereas,  the  capsule  alone  can  hardly 
be  felt. 

“I  think,  upon  the  average,  that  I have  had  to  repeat  the  operation  seven  or 
eight  times  before  I have  been  satisfied  that  the  lens  has  been  removed,  conse- 
quently the  cure  has  been  extremely  tedious;  but  as  the  plan  incurs  very  little 
risk,  and  does  not  confine  the  patient  for  more  than  two  or  three  days  after  each 
operation,  there  can  be  no  further  objection  to  it  than  the  slowness  of  its  effects, 
which  is  more  than  counterbalanced  by  the  success  of  the  treatment. 

“I  have  operated  upon  a considerable  number  of  these  cases  by  drilling;  and 
have  good  reason  to  be  satisfied  with  the  result  of  the  operation;  in  no  instance 
has  it  produced  inflammation  of  importance;  and,  out  of  the  few  cases  in  which  it 
has  failed  to  restore  vision,  I believe  that  the  sensibility  of  the  retiua  had  been 
previously  and  permanently  injured;  for  I succeeded  in  getting  rid  of  the  cataract, 
and  in  clearing  the  pupil  to  a sufficient  extent  to  afford  good  vision,  provided  that 
the  retina  had  retained  sufficient  power.  It  is  impossible  to  decide  upon  the  con- 
dition of  the  retina  before  operation;  excepting  so  far  as  regards  perception  of 
light,  without  which  the  treatment  should  not  be  adopted. 

“The  operation  is  adapted  to  all  cases  of  this  class,  both  in  young  and  old 
persons;  for  I believe  generally  that  the  lens  is  not  opaque,  but  retains  the  ordinary 
consistence;  and  even  when  it  is  opaque  in  elderly  persons  in  connection  with  and 
in  consequence  of  the  disease  in  the  capsule,  that  it  has  not  the  hard  character  of 
the  ordinary  cataract. 

“In  most  of  these  cases  which  I have  operated  upon  by  drilling  I have  been 
able  to  effect  all  I could  desire  by  the  fine  needle  only;  but  in  a few  instances  I 
have  been  obliged,  eventually,  to  make  an  artificial  pupil  by  Maunoir’s  plan  of 
operation;  being  unable  to  clear  a sufficient  space  in  the  natural  pupil  to  afford 
useful  vision;  and  these  operations  for  artificial  pupil  have  been  generally  success- 
ful ; proving  that  I had  formed  a correct  opinion  of  the  principal  cause  of  failure 
in  the  cases  submitted  to  Maunoir’s  operation  whilst  the  lens  remained.’’ 

This  most  graphic  description  is  followed  by  the  clinical  histories  of  several 
cases  occurring  during  the  year  1836  to  1840.  In  all,  these  were  the  sequelae  of 
gross  inflammation  in  the  anterior  segment  of  one  or  both  eyes.1  In  each  one  the 
procedure  was  tried  with  successful  results. 

Having  had  a favorable  individual  experience  with  the  more  recently  devised 
operation  of  Critchett  and  Story2  for  the  laceration  of  the  lens  capsule  and  the 
evacuation  of  the  lenticular  contents  in  two  cases  of  sympathetic  ophthalmitis, 
which  had  been  considered  as  irremediably  blind,  and  being  aware  of  Tyrrell’s 
much  earlier  plan  of  drilling  in  cases  of  capsular  or  capsulolenticular  cataract, 
induced  me  to  try  the  latter  operation  upon  a case  of  blindness  from  a complicated 
type  of  sympathetic  disease  which  seemed  to  be  peculiarly  appropriate  for  the 
procedure. 


•1  From  the  description,  it  is  probable  that  1 or  2 of  these  cases  were  sympathetic  in 
character. 

2 Critchett:  Royal  London  Ophthalmic  Hospital  Reports  x,  2.— Story:  Transactions  of 
the  Royal  Academy  of  Medicine,  Ireland,  1890-1891. 
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As  in  Tyrrell’s  method,  and  unlike  the  Critchett-Story  plan  in  sympathetic 
cases  of  two  needles,  I limited  my  instruments  to  but  one,  obtaining  the  capsular 
incision  and  producing  the  evacuation  of  the  remaining  lenticular  contents  by 
means  of  a fine,  straight  needle  of  the  pattern  described  by  Tyrrell.”  1 * * 

The  result  of  a permanent  ]/$  of  normal  vision  ( 5/]5  ) in  quite  a large  and 
well-shaped  field,  in  a quiet  and  comfortable  eye,  was  much  more  than  I dared  to 
expect  in  a case  of  this  type  of  ocular  disease. 

Briefly,  the  history  of  the  patient  is  as  follows:  On  March  16,  1899  I received 
the  accompanying  note  from  Dr.  Walter  Dathrop,  superintendent  and  surgeon 
of  the  State  Hospital  for  Injured  Persons  of  the  Middle  Coal  Field  of  Pennsylvania, 
at  Hazleton,  Pa.  “I  have  a young  man  here  who  lost  his  left  eye.  He  had  a piece 
of  steel  imbedded  in  the  lens;  I enucleated  the  eye,  but  the  right  one  was  already 
affected  sympathetically.  It  was  15  weeks  from  the  time  of  injury  till  I first  saw 

him I feel  as  though  he  would  lose  the  sight  of  the  right  eye.  He  has  posterior 

adhesion  of  iris  now,  and  some  haziness  of  vision Will  you  take  him  at  Wills’ 

Eye  Hospital  for  a few  weeks  and  do  what  you  can  for  him? ” 

One  week  later,  the  patient,  a 27-year  old  laborer,  reported  to  my  clinical 
service  at  the  hospital.  He  stated  that  his  left  eye  had  been  struck  with  a piece  of 
steel  some  6 months  previously,  and  that  in  spite  of  treatment  the  eye  became  blind 
in  3 months’  time.  Dr.  Lathrop,  who  brought  him  to  me,  told  me  that  when  he 
saw  the  patient  for  first  time  on  the  28th  of  January,  1899,  he  had  found  the  injur- 
ed eyeball  so  sore  and  the  fellow-eye  so  irritable  that  he  immediately  enucleated 
the  offending  organ.  Examination  of  the  removed  eye  by  him  revealed  the 
presence  of  a piece  of  steel  imbedded  in  the  ciliary  body.  Within  a week’s  time 
after  the  operation,  the  right  eye  became  violently  inflammed.  Since  then,  in  spite 
of  several  exacerbations,  the  gross  signs  of  inflammation  in  the  eye  had  been  kept 
in  abeyance,  though  unfortunately  with  an  ever-decreasing  vision.  The  treatment 
employed  consisted  in  the  free  use  of  boric-acid  flushing  and  atropin  instillations 
locally,  combined  with  the  internal  administration  of  quinin. 

When  I first  saw  him,  there  were  all  the  signs  of  a pronounced  sympathetic 
iridocyclitis  and  iridocapsulitis  Marked  ciliary  injection  existed.  The  iris,  which 
had  been  originally  light  blue  in  color,  had  become  greenish  and  metallic  in  tint. 
Its  tissues  were  thickened,  indrawn,  and  degenerate  in  many  places.  The  pupil, 
which  was  undilated,  was  almost  completely  surrounded  with  rather  dense  and 
firm  posterior  synechia.  Dense  capsular  spots  and  areas  of  newly  formed  conect- 
ive  tissue  wrere  plainly  distinguishable  in  the  remaining  pupillary  space.  Intra- 
ocular tension  was  somewhat  diminished,  and  slight  tenderness  in  the  ciliary 
region  could  be  obtained  by  pronounced  palpation.  Vision  was  lessened  to  1/50  of 
normal.  The  fields  of  vision  for  green,  red,  and  white  were  concentrically  reduc- 
ed to  about  yz  of  their  relative  areas.  No  scotomat  or  peripheral  indentations 
could  be  found. 

I at  once  admitted  him  into  the  wards  of  the  hospital,  and  in  addition  to  his 
former  treatment,  ordered  the  employment  of  hot  stupes  with  tri-weekly  injections 
of  solution  of  chlorid  of  sodium  deeply  into  the  subconjunctival  tissues. 

As  a result  of  3 weeks’  trial  of  this  treatment,  the  eye  became  much  more 
quiet.  Free  comunication  between  the  anterior  and  posterior  chambers  established 
itself  through  the  irregularly,  though  but  slightly  enlarged  pupillary  area.  The 
iris  became  healthier  in  tint  and  returned  to  its  proper  plane.  The  ciliary  conges- 
tion lessened,  and  vision  doubled  in  acuity. 

At  10  a.m.,  on  the  eighteenth  day  after  admission  to  the  hospital,  the  patient 
complained  of  a severe  attack  of  pain  in  the  eye.  This,  which  the  resident  surgeon 
of  the  hospital  relieved  by  the  use  of  the  artificial  leech  to  the  corresponding 
temple,  became  so  excruciating  that  I was  sent  for  5 hours  later.  Finding  the  gross 
signs  of  an  acute  attack  of  glaucoma  with  intraocular  tension  increased  to  plus  3, 

I immediately  made  a broad  clean  iridectomy  down  and  in,  in  the  position  at 
which  the  iris  tissue  seemed  to  be  the  best  adapted  and  most  healthy.  There  was 
no  accident,  and  no  complications  except  the  appearance  of  a slight  hemorrhage 


1 On  Plate  IX,  in  Tyrrels’s  work,  the  author  figures  the  shapes  and  the  sizes  of  the  two 

forms  of  Saunders’  needle  he  used;  the  one  cutting  only  at  the  point,  and  the  other  cutting  on 

each  edge  to  the  shaft.  The  latter  pattern  of  instrument  was  the  one  I employed. 
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from  the  iris  into  the  anterior  and  posterior  chambers.  The  tension  of  the  eyeball 
at  once  fell  to  normal.  On  the  following  day  the  wound  healed. 

In  a week’s  time,  the  blood  in  the  chamber  had  disappeared,  the  eye  was 
quiet  and  painless;  and  intraocular  tension  remained  normal;  but  the  colobomatous 
area  was  much  smaller  and  fast  becoming  annihilated.  New  connective-tissue 
strands  had  appeared,  and,  denser  capsular  thickenings  had  taken  place,  so  reduc- 
ing vision  that  the  patient  was  unable  to  see  more  than  light  though  fortunately 
in  a large,  well-formed  and  uninterrupted  field. 

Fearing  the  occurrence  of  another  attack  of  secondary  glaucoma  as  soon  as 
the  communication  between  the  two  chambers  had  closed,  I,  2 days  later,  made  a 
broad  iridectomy  to  the  temporal  side  of  the  previous  one.  This  done,  I immediate- 
ly, without  the  loss  of  any  vitreous  humor,  extracted  nearly  the  entire  lens  a wire 
• loop,  removing  all  of  the  visible  portions  of  the  remaining  lenticular  matter  with 
repeated  flushings  of  warm  sterile  solutions  of  boric  acid.  After  cleansing  the  field 
of  operation,  I,  not  fearing  any  glaucomatous  exacerbation,  instilled  several  drops 
of  atropin,  and  carefully  bandaged  the  organ.  Iced  compresses,  directly  applied 
on  the  dressings,  were  at  once  begun,  and  the  patient  was  kept  in  bed. 

The  immediate  results  were  more  than  I had  expected.  Both  central  and 
peripheral  vision  remained  as  before.  The  eye  was  quiet,  intraocular  tension  was 
normal,  and  the  new  pupillary  opening  was  fairly  well  preserved. 

Feeling  sure  that  with  care  no  gross  inflammatory  reaction  would  arise,  and 
that  there  was  but  a remote  danger  of  another  glaucomatous  attack,  1 allowed  the 
patient  to  return  to  his  home  for  the  summer  months,  enjoining  him  to  continue 
the  use  of  the  atropin,  not  to  attempt  to  employ  the  eye,  and  to  return  immediately 
to  the  hospital,  should  anything  untowards  occur. 

In  October,  the  patient,  in  accordance  with  promise,  returned.  The  pupillary 
area  having  been  lost  from  the  low-grade  irido-capsulitis,  induced  me  first  to 
endeavor  to  make  a new  one  by  the  performance  of  Knapp’s  operation  for  irido- 
cystectomy. 

This  I did  most  successfully,  obtaining  a new  pupil  through  both  the  iris  and 
the  underlying  false  membranes  and  thickened  capsule.  The  opening,  although 
irregularly  shaped,  was  3 by  4 mm.  in  size  and  was  centrally  placed. 

The  case  was  dressed  and  cared  for  in  the  same  manner  as  before. 

As  a result,  vision  in  a larger  clear  field  again  arose  to  what  it  had  after  first 
iridectomy  ( 1 /25  of  normal). 

Again  the  patient  was  ordered  atropin  and  permitted  to  return  home. 

On  March  21,  1900,  he  reported  once  more.  At  this  visit  it  was  noticed  that 
although  the  effects  of  the  iridocystectomy  had  remained  intact,  yet  a bulging 
capsular  mass,  apparently  containing  some  dense  material,  was  situated  immediate- 
ly behind  the  entire  pupillary  area; — thus  practically  again  reducing  vision  to 
light-perception . 

The  eye  being  unirritated  and  visual  projection  good,  and  not  wishing  to 
disturb  the  good  results  of  the  iridocystectomy,  I had  recourse  to  Tyrrell’s  method 
of  drilling.  Furnished  with  a good  needle  similar  to  that  of  Saunders,  I followed 
the  plan  practised  by  Tyrrell  with  identical  results;  a few  drops  of  translucent  lens 
matter  escaping  into  the  anterior  chamber  through  the  broad  opening  made  into 
the  anterior  capsule. 

As  an  immediate  result  at  the  time  of  the  operation,  the  patient  was  able  with 
the  aid  of  a convex  spherical  lens  of  ten  diopters’  power  to  see  every  motion  given 
to  a small  lighted  taper  held  some  10  meters’  distance  away.  This  rough  test  was 
most  promising. 

Ño  reaction  ensuing  in  one  month’s  time  and  the  patient  having  a corrected 
vision  of  one-third  of  normal  ( 5/i5  ),  he  was  told  to  continue  the  use  of  the  atropin 
and  was  allowed  to  wear  a properly-chosen  cataract  lens. 

At  present  writing,  nearly  one  year  since  the  completion  of  the  series  of  radi- 
cal procedures  instituted  for  the  restoration  of  the  patient’s  vision,  the  conditions 
remain  unchanged,  the  eye  is  quiet,  the  sight  is  still  one  third  of  normal,  and  the 
patient  is  daily  employed  in  making'his  living  as  a laborer  in  the  coal  mines. 

Remarks. — For  a number  of  reasons  the  clinical  history  of  the  case  is  both 
interesting  and  important:  The  retention  of  the  foreign  body  in  the  injured  eye 
for  15  weeks’  time — with  the  production  of  sympathetic  disease  before  the 
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enucleation  of  the  offending  organ;  the  marked  increase  of  the  gross  symptoms  of 
sympathetic  iridocyclitis  and  iridocapsulitis  one  week  after  the  removal  of  the 
primarily  inflamed  eye;  the  abeyance  of  the  coarse  signs  of  the  inflammation  by 
the  employment  of  appropriate  treatment;  the  continuance  of  the  low  grade 
inflammatory  changes  in  the  anterior  segment  of  the  organ;  the  occurrence  of  the 
attack  of  acute  glaucoma,  with  its  relief  by  a promptly  performed  uncomplicated 
iridectomy;  the  making  of  the  second  iridectomy  and  the  successful  removal  of  the 
bulk  of  the  crystalline  lens  by  means  of  a wire  loop  without  the  loss  of  any  vitreous 
humor  in  order  to  prevent  the  recurrence  of  the  glaucomatic  condition;  the 
persistence  of  the  painless  iridocy clitic  and  iridocapsulitic  processes  until,  when 
seen  for  the  second  time,  6 months  later,  the  pupillary  area  was  lost;  the  restitu- 
tion of  the  pupil  by  the  perfomance  of  a Knapp’s  iridocystectomy;  the  preservation 
of  the  new  pupillary  area  with  the  appearance  of  the  underlying  capsular  and^ 
lenticular  mass  extending  over  the  entire  pupil  space  again  reducing  vision  to  the  * 
perception  of  light;  and  at  last,  the  obtainance  of  a large  permanent  opening 
through  the  capsulolenticular  mass  by  the  drilling  operation  of  Tyrrell  giving  the 
patient  an  acuity  of  vision  of  one  third  of  normal: — all  may  be  mentioned  as  worthy 
of  citation. 


A NEW  CLINOMETER  FOR  MEASURING  TORSIONAL 

DEVIATIONS  OF  THE  EYE,  ESTIMATING  THE  DEGREE 
OF  DISTORTION  PRODUCED  BY  CYLINDRICAL  CLASSES,  AND  DETECTING  PARACENTRAL 
SCOTOMATA  AND  METAMORPHOPSIA 

BY 

ALEXANDER  DUANE,  M.  D. 

( NEW  YORK ) 


THE  MADDOX  ROD  AS  A CLINOMETER 

Although  the  usefulness  of  the  Maddox  rod  as  a means  of  estimating  torsion 
of  the  eyes  has  been  signalized  by  Maddox  himself,1  and  although  some  have 
employed  the  test  for  this  purpose  clinically,2  I do  not  believe  the  advantages  that 
it  offers  have  been  fully  appreciated  by  the  profession  at  large.  The  utility  of 
being  able  to  determine  the  degree  of  torsion  in  paralysis  of  one  of  the  vertical 
muscles  is  obvius,  and  the  Maddox  rod  is  admirably  adapted  for  accomplishing 
this  in  a simple  and  efficient  manner.  It  would  be  equally  applicable  for  the  deter- 
mination of  a cyclophoria.  But,  apart  from  cases  of  paralysis,  which  are  compara- 
tively few,  and  apart  from  cases  of  cyclophoria,  which  in  the  present  state  of  our 
knowledge  must  be  characterized  as  supposititious,  the  test  seems  to  have  a much 
wider  range  of  application.  For  it  can  serve  to  determine  in  any  given  case  the 
ability  of  the  eye  to  judge  whether  lines  are  truly  vertical  and  horizontal  or  not, 
and  whether  two  given  intersecting  lines  really  form  a right  angle  or  not. 
Having  thus  determined  by  actual  measurement  how  near  the  truth  the  patient’s 
estimates  of  these  things  are,  we  can  then  proceed  to  ascertain  how  far  these 
estimates  are  affected  by  the  addition  of  glasses.  If  his  notions  in  this  regard : 
i.  e.,  on  the  directions  and  relations  of  horizontal  and  vertical  lines,  are  much 
altered  by  the  glasses,  we  may  consider  it  as  at  least  quite  likely  that  such  glasses, 
even  if  they  seem  otherwise  correct,  will  produce  distortion,  when  worn.  That 
such  distortion  not  infrequently  results  from  the  use  of  cylindrical  glasses  we  all 
know.  It  causes  the  patient  much  annoyance.  He  is  apt  to  complain  of  it  a good 
deal,  even  when  the  glasses  are  in  other  respects  acceptable.  Hence  it  would  be  a 
very  desirable  thing  if  we  had  some  means  of  predicting  whether  or  not  in  any 
given  case  a distortion  of  this  sort  was  likely  to  ensue  with  a correcting  glass 
such  as  we  wish  to  prescribe. 

DESCRIPTION  OF  THE  CLINOMETER. 

To  apply  the  Maddox  rod  to  the  determination  of  these  problems,  I have  had 
constructed  by  Messrs.  Gall  & Lembke  of  New  York  the  following  instrument, 
which,  in  acccordance  with  the  appropriate  nomenclature  of  Dr.  Stevens,  I have 
denominated  a clinometer. 


1 Maddox,  “Tests  and  Studies  of  the  Ocular  Muscles’’,  Chap.  xiii. 

2 Dr.  Weeks  informs  me  that  he  has  so  used  it. 
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It  consists  of  two  Maddox  rods  (the  multiple  pattern),  each  mounted  so  as  to 
revolve  freely  in  a frame  composed  of  a square  metal  plate.  Each  plate  has  a 
spring  catch  c,  enabling  it  to  slide  freely  along  the  horizontal  bar  of  a Stevens’ 
phorometer.  One  plate  (A)  is  designed  for  the  patient’s  right  eye,  the  other  (dis- 
tinguished by  being  made  of  ruby  glass)  for  the  left.  By  this  arrangement  a 
Maddox  rod  may  be  placed  before  the  right  eye  alone,  the  left  alone,  or  before 
each  simultaneously. 

That  side  of  the  plate  which  is  turned  away  from  the  patient  bears  a graduated 
arc,  and  the  revolving  piece  containing  the  Maddox  rod  has  two  indexes,  so  dis- 
posed that  when  the  index  marked  V is  at  zero  and  the  phorometer  bar  is  levelled, 
the  line  of  light  formed  by  the  Maddox  rod  is  strictly  vertical,  and  when  the 
index  H is  at  zero  the  line  of  light  is  horizontal.  The  Maddox  rods  are  revolved 
by  means  of  the  handles,  b,  b. 


METHOD  OE  USING  THE  CLINOMETER. 

The  way  of  using  the  instrument  is  as  follows: 

The  patient  is  seated  so  as  to  face  a small  brilliant  point  of  light  on  the  other 
side  of  the  room,  and  the  room  itself  is  darkened  so  as  to  prevent  confusion 
with  other  sources  of  light.  The  patient  is  directed  to  look  with  his  right  eye 
through  the  right  Maddox  rod,  which  is  then  rotated  until  he  says  that  the  line  of 
light  formed  by  it  appears  vertical.  In  making  the  test  in  this  way  I generally 
screen  the  other  eye,  so  as  to  eliminate  the  confusing  effect  of  other  vertical  and 
horizontal  lines  in  the  room.  If  when  the  patient  alleges  the  line  of  light  to  be 
vertical,  the  index  V stands  at  zero  or  very  close  to  it,  we  know  that  his  vertical 
meridian  is  truly  vertical.  If,  on  the  contrary,  it  should  point  to  8°  on  that  portion 
of  the  arc  above  the  zero  mark  (the  portion  marked  on  the  instrument  with  the 
letter  L),  we  would  know  that  his  vertical  meridian  was  rotated  by  that  amount 
to  the  left.  Similarly,  if  the  index  pointed  to  5°  below  the  zero  mark  (toward  the 
letter  R upon  the  instrument),  we  would  know  that  the  vertical  meridian  was 
rotated  5°  to  the  right. 

The  test  is  then  repeated  with  the  left  eye  alone  (the  right  being  covered), 
and  afterward  with  both  eyes  simultaneously.  In  the  latter  case,  the  two  rods,  one 
before  the  right  eye  the  other  before  the  left,  are  turned  until  the  two  lines  of 
light,  one  white  the  other  red,  both  appear  vertical  and  either  coincident  or  at 
least  parallel. 

The  behavior  of  the  eyes  as  regards  vertical  lines  being  thus  determined,  the 
same  series  of  tests  is  then  made  for  horizontal  lines , the  Maddox  rods  being 
turned  until  the  patient  says  that  the  line  of  light  is  horizontal,  and  the  amount 
of  deviation  from  true  horizontality  being  ascertained  from  the  reading  of  the 
index  H. 

To  determine  the  accuracy  with  which  the  patient  estimates  right  rangles,  we 
place  the  Maddox  rods  before  both  eyes  and  turn  the  rods  until  the  right  (or 
white)  jline  appears  vertical  and  the  left  (or  red)  line  appears  horizontal.  The 
reading  of  the  index  Von  the  right  plate  and  of  the  index  H on  the  left  plate  should 
be  the  same  or,  at  all  events,  not  notably  different.  If  there  is  a discrepancy  of  5° 
or  more  between  the  readings,  the  indication  is  that  the  patient’s  estimate  of  per- 
pendiculars is  at  fault,  and  that  a true  right  angle  would  appear  to  him  oblique, 
i.  e.  appreciably  distorted. 

To  confirm  this  suspicion,  we  would  set  the  right  V index  and  the  left  H 
index  at  zero,  and  ask  the  patient  if  the  lines  now  appeared  truly  perpendicular 
or  not,  and  if  not  how  we  should  change  them. 

Lastly  we  may  repeat  the  experiment  by  making  the  left  (or  red)  line  the 
vertical,  and  the  right  (or  white)  line  the  horizontal  one. 

It  is  obvious  that  the  apparatus  may  also  be  used  for  making  the  ordinary 
Maddox  rod  test  for  heterophoria.  In  this  case,  one  eye  is  kept  uncovered,  and 
either  one  of  the  sliding  plates  with  its  Maddox  rod  is  brought  before  the  other 
eye.  The  indexes  H and  V being  successively  set  at  zero,  so  that  the  line  of  light 
produced  by  the  rod  appears  successively  horizontal  and  vertical,  we  determine 
the  degree  of  vertical  and  lateral  deviation  in  the  usual  manner. 
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PRECAUTIONS  TO  BE  OBSERVED. 

Some  experimentation  with  this  apparatus  has  taught  me  the  following  facts 
with  regard  to  its  use. 

While  we  naturally  aim  to  have  the  patient  with  his  eyes  in  the  primary  posi- 
tion when  we  are  making  the  test,  no  essential  error  is  caused  if  he  tilts  his  head 
moderately  to  one  side  or  rotates  it  moderately  to  the  right  or  left.  In  my  own 
case,  neither  inclining  the  head  toward  one  shoulder  nor  rotating  it  laterally 
causes  any  appreciable  tipping  of  the  vertical  line  produced  by  the  Maddox  rod. 
When,  however,  I turn  my  head  obliquely  so  as  to  look  up  and  to  the  right  or  up 
and  to  the  left,  I get  in  extreme  positions  a torsion  corresponding  to  Bonders’  law. 
But  even  then  the  torsion  amounts  to  not  more  than  4°  at  the  most.  In  the  oblique 
positions  in  the  lower  field,  the  torsion  seems  to  be  not  so  marked. 

These  findings  are  quite  in  accordance  with  what  we  know  of  the  torsion  move- 
ments of  the  normal  eye.  With  abnormal  eyes,  however,  a greater  variation  in 
the  torsion  may  be  caused  by  variations  in  the  position  of  the  head,  and  hence  it 
is  well  to  start  the  examination  with  the  eyes  as  nearly  as  may  be  in  the  primary 
position.  Then  if  we  find  torsion  of  some  considerable  amount,  we  can  by  shifting 
the  position  of  the  head  determine  whether  the  torsion  varies  decidedly  in  different 
directions  of  the  gaze  and  from  this  perhaps  draw  important  conclusions  as  to  the 
cause  underlying  the  torsion. 

Ametropia  of  high  degree , unless  corrected,  vitiates  to  a certain  degree  the 
precision  of  the  test,  because  in  this  case  the  line  of  light  is  converted  into  a broad 
uneven  band  or  into  a series  of  separate  beads,  the  situation  and  direction  of  which 
are  not  so  easy  to  appreciate.  This  difficulty  may  be  partially  obviated  by  using  for 
the  source  of  light  a very  small  luminous  point  instead  of  a broad  flame. 

As  might  be  expected,  I find  that  the  judgments  of  verticalness  and  horizonta- 
lity  are  more  accurate  when  the  apparatus  is  used  with  both  eyes , so  that  two  parallel 
lines  are  seen,  than  when  it  is  used  with  one  eye  alone,  the  other  being  closed. 

Experiments  further  show  that,  on  the  whole,  judgments  are  about  as  accurate 
for  horizontal  as  they  are  for  vertical  lines.  Thus  out  of  33  normal  cases  there 
were  16  that  designated  vertical  and  horizontal  lines  with  equal  precision:  9 design- 
ated vertical  lines  more  accurately  than  horizontal:  and  8 designated  the  hori- 
zontal lines  more  accurately. 

As  far  as  can  be  judged  from  the  limited  number  of  cases  examined,  the 
ability  to  distinguish  the  direction  of  lines  with  precision  is  not  more  pronounced 
in  one  eye  than  in  the  other.  Sometimes  the  right  eye  was  more  accurate  in  its 
discriminations,  sometimes  the  left;  while,  in  other  cases  still,  both  eyes  showed 
equal  ability. 


resuets  of  its  use  in  normad  cases. 

I have  so  far  had  occasion  to  apply  the  test  in  only  46  cases.  Of  these  34  may 
be  characterized  as  perfectly  normal.  That  is,  in  no  case  were  the  variations  from 
the  truth  in  the  estimate  of  horizontally  or  verticalness  ever  greater  than  3°  for 
either  eye  tested  separately,  nor  greater  than  2°  when  both  eyes  were  used  simul- 
taneously; and  the  variation  from  parallelism  when  both  eyes  were  used  simultnn- 
eouly  was  never  greater  than  2°.  These  were  the  maximum  variations,  and  in 
many  instances  the  patient’s  estimate  was  not  more  than  lo  out  of  the  way  or  was 
absolutely  accurate.  It  seems  likely,  indeed,  that  when  the  test  is  carefully 
performed,  the  limit  of  observational  error  should  not  exceed  2o,  and  that  any 
amount  of  torsion  in  excess  of  this,  especially  if  constantly  present,  indicates  a 
real  tilting  of  the  vertical  meridian,  i.e.  a condition  actually  pathological. 

I may  say  that  the  34  patients  in  this  series  were  of  all  ages  from  six  to  sixty, 
and  were  taken  as  they  came  without  regard  to  their  intelligence  or  to  any  special 
aptitude  that  they  showed  for  undergoin  tests  of  this  sort.  As  a matter  of  fact, 
some  of  the  most  accurate  answers  were  given  by  those  who  had  the  least 
intelligence  and  training.  All  conditions  of  refraction  were  represented.  Several 
of  the  patients  had  muscular  anomalies  (principally  a covergence-insuificiency), 
but  none  had  any  pronounced  vertical  deviation  except  a single  case  which  had  a 
high  degree  of  hyperphoria,  with  deviation  of  both  eyes  up  behind  the  screen. 


Of  the  remaining  cases  one  (Case  35)  showed  at  one  time  a torsion  for  hori- 
zontal lines  of  4°  or  5°  in  each  eye.  But,  as  even  on  this  occasion  the  vertical 
meridians  of  the  two  eyes  remained  parallel,  and  as  subsequent  examinations 
failed  to  reveal  torsion  of  any  amount  in  either  eye,  it  is  probable  that  this  case 
was  also  normal  and  that  the  single  observation  indicating  an  anomalous  torsion 
was  erroneous. 

The  same  explanation  may  possibly  apply  to  the  following,  although  two 
examinations  (one  without  and  the  other  with  the  correcting  glass)  showed  a 
somewhat  marked  torsion. 

Case  36. — Mrs.  J.  G.  Torsion  without  her  correcting  glass  was: 

For  horizontal  lines,  R.  eye  — 2°;  L.  eye  0°.l 

For  vertical  lines,  ,,  ,,  — 3.5°;  ,,  — 2°. 

With  her  glass  (R  — 0.75  + 1.75  cyl.  90°;  L.  + 0.75  cyl.  90°)  — Yt  was 

For  horizontal  lines,  R.  eye  — Io  L.  eye  — Io. 

For  vertical  lines,  ,,  ,,  — 3.5°  ,,  ,,  — 2°. 

In  the  following  cases,  the  moderate  degree  of  torsion  indicated  may  also  have 
been  simply  an  apparent  or  at  most  as  trassient  condition,  although  the  consistency 
of  the  findings  in  cases  and  the  fact  noted  by  the  second  patient  that  he  could  not 
draw  perpendiculars  accurately  are  evidence  in  some  degree  that  the  relations  of  the 
vertical  meridians  were  not  altogether  normal. 

Case  37. — Krnest  S.  T.  Age  40.  Wearing  for  nearly  four  years  R.  — 0.50  -}- 
1.75  cyl.  90°,  L.  — 0.75  -j-  2.25  cyl.  90°.  With  these  has  V of  15/15  in  right  eye, 
15/20  -f-  in  left.  Marked  convergence-excess  with  moderate  divergence-insuf- 
ficiency representing  the  remains  of  a left  strabismus  convergens  which  existed  in 
childhood).  Binocular  single  vision  with,  however,  a tendency,  especially  without 
his  glasses,  to  troublesome  homonymous  diplopia.  Both  the  tendency  to  diplopia 
and  the  convergence-excess  have  diminished  in  the  four  years  during  which  he 
has  been  under  observation. 

Torsion  for  horizontal  lines,  Right  eye  — 2°,  Left  eye  — 2°. 

,,  ,,  vertical  ,,  ,,  ,,  —2.5°,  ,,  „ —3°. 

In  estimating  perpendiculars,  says  that  the  intersecting  lines  formed  by  the 
two  Maddox  rods  are  truly  perpendicular  and  are  respectively  horizontal  and 
vertical  when  the  right  H index  is  at  - 2°,  and  the  left  V index  is  at  — 4°.  I.e., 
under  all  conditions  there  is  a moderate  laevotorsion  of  both  eyes. 

Case  38. — Henry  P.  Age  47.  Myopia  of  5.5  and  6 D with  slight  astigmatism 
against  the  rule.  Muscles  practically  normal. 

Torsion  for  horizontal  lines,  Right  eye  — 2.5°,  Left  eye  — 2.5°. 

,,  ,,  vertical  ,,  ,,  ,,  —Io  ,,  ,,  —3°. 

In  estimating  perpendiculars,  calls  the  intersecting  lines  respectively  hori- 
zontal and  vertical  wdien  the  right  H index  is  at  — Io  and  the  left  V index  is 
at  — 3°. 

Says  that  when  he  tries  to  draw  lines  with  a ruler  he  makes  the  vertical 
lines  slope  too  much  to  the  left. 

EFFECTS  OF  UNCORRECTED  AMETROPIA. 

In  the  next  cases  there  was  considerable  uncorrected  ametropia  which 
probably  accounted  for  the  real  or  apparent  deflection  observed. 

Case  39. — Annie  G.  Age  19.  V ; R 15/100;  L 15/50.  Under  homatropine 
shows  R.  — 0.75 -j-  4.00  cyl.  110°;  L.  — 0.75  -+-  4.00  cyl.  70°.  Without  glasses 
shows  torsion. 

For  horizontal  lines,  R.  eye  0°;  L.  eye  — 2°. 

For  vertical  lines,  ,,  ,,  0°n — 5°;  ,,  ,,  0°. 


1 Throughout  this  paper  the  terms  more  and  less  as  applied  to  torsion  are  used  in  Helmh- 
oltz's sense  to  denote  respectively  right  and  ieft  rotations  of  the  vertical  meridian. 
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Case  40. — Tinie  Y.  Age  18.  Hyperopia  and  oblique  astigmatism  (R  -(- 
1.75  -J-  150  cyl.  axis  30°;  L.  -j-  1.50  + 1.50  -f-  3.00  cyl.  axis  140°).  On  two  differ- 
ent occasions  shows,  without  her  correcting  glasses,  a laevotorsion  of  2°  to  0°  in 
the  right  eye  and  of  2°  to  4°  in  the  left  eye,  when  examined  with  vertical  lines; 
and  a destrotorsion  of  2°  to  3°  in  the  right  eye  and  0°  to  Io  in  the  left  eye,  when 
examined  with  horizontal  lines.  Vertical  meridians  practically  parallel.  V.;  R. 
15/40;  L 15/70. 

TORSION  PRODUCED  BY  ILL-FITTING  GLASSES. 

In  the  three  following  cases  the  torsion  was  probably  attributable  to  ill- 
fitting  glasses. 

Case  41. — Mrs.  S.  D.  Myopia  of  8 D.  with  some  astigmatism  against  the  rule, 
First  test,  Sept.  24,  1900,  showed  torsion 

For  horizontal  lines  R.  eye — Io  to  — 4°;  L-  eye  — 1.5°  to  — 2.5°. 

For  vertical  lines  ,,  ,,  0 , , ,,  0.°. 

Maximum  variation  from  parallelism  for  horizontal  lines  15°. 

,.  ,,  ,,  ,,  ,,  vertical  lines  0°. 

Second  test,  Nov.  27,  1900,  after  using  ill-fitting  spherical  glasses  ( — 8 D', 

showed  torsion  and  variation  from  parallelism  as  follow: 

Without  correcting  geass. 

For  horizontal  lines  R.  eye  — Io;  L.  eye  — 3°. 

For  vertical  lines  R.  eye  0°  to  — 4°;  L.  eye  — 3°  to  — 6°. 

Variation  from  parallelism  for  horizontal  lines  2°. 

,,  ,,  ,,  ,,  vertical  lines  3°. 

With  her  own  ge asses 

, For  horizontal  lines  R.  eye  — 2°  to  -f-  3°;  L.  eye  0°. 

For  vertical  lines  ,,  ,,  — 3°  ,,  ,,  — 4°. 

Variation  from  parallelism  for  horizontal  lines  2°. 

,,  ,,  ,,  ,,  vertical  lines  Io. 

With  — 8 D set  in  trial  frame  and  carefully  centred. 

For  horizontal  lines  R.  eye  0°;  L.  eye  — 4°. 

For  vertical  lines  ,,  ,,  — Io  ,,  ,,  — 4°. 

Variation  from  parallelism  for  horizontal  lines  3°. 

„ ,,  ,,  ,,  vertical  lines  4°. 

Case  42. — M.R.  Age  14. Using  for  several  years  R.-|-4.50  cyl.  axis  90°, L. +5. 50 
cyl.  axis  90°.  Right  glass  now  bent,  so  that  axis  of  cylinder  is  tilted  inward.  Left 
eye,  whether  with  or  without  glass,  shows  no  torsion  of  any  amount;  right  eye 
shows  without  glasses  torsion  varying  from  0°  to  -J-  8°,  and  with  glasses  torsion 
of  0°  to  4-  5?.  When  the  right  glass  is  properly  adjusted,  torsion  in  right  eye  is 
found  to  vary  from  — 2°  to  + 3° 

Case  43.— Dr.  E.  S.  Wearing  R — 0.75  — 5.00  cyl.  axis  35°;  L—  1.75  — 
4.25  cyl.  axis  1.65°.  Atigmatism  undercorrected  in  right  eye,  overcorrected  in 
left  (0.75  D).  V.  R 20/20;  L 20/30.  R.  eye,  with  glass  and  without,  shows  no 
special  torsion,  while  L.  eye  shows  an  extorsion  of  2°  to  5°.  In  binocular  vision 
he  showed  little  or  no  divergence  of  the  vertical  meridians  when  examined  with 
horizontal  lines,  but  a divergence  of  the  vertical  meridians  when  examined  with 
horizontal  lines,  but  a divergence  of  4°  or  5o  [distorsión]  when  examined  with 
vertical  lines.  On  re-examination,  two  months  later,  the  relations  were  much  more 
nearly  normal,  although  there  was  still  a decided  tendency  to  laevotorsion  in  the 
left  eye. 

To  be  grouped  in  this  same  category  are  two  of  the  cases  classed  as  normal. 
In  these  two,  the  relations  were  indeed  normal  as  long  as  no  glasses  were  used, 
but  seemed  to  become  slightly  abnormal  when  glasses  were  put  on  for  the  first  time. 
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One  was  a myope  of  1.75  D,  who  with  the  glass  showed  a slight  lsevotorsion 
(torsion  of  — 2°  or  — 3°  in  both  eyes,  the  vertical  meridians  remaining  parallel); 
in  the  other,  the  correction  of  a moderate  degree  of  oblique  astigmatism  [0,75  and 
1.27  and  1.15  D]  seemed  to  cause  the  vertical  meridians  to  diverge  about  3°. 


TRUE  TORSION  IN  NON-PARALYTIC  CASES. 

In  the  following  case  there  seemed  to  be  a true  torsion;  which  was  not 
dependent  upon  paresis  of  any  of  the  ocular  muscles. 

Dr.  J.  C.  B.  Very  slight  myopic  astigmatism  [not  over  0.25  D.]  Esophoria 
moderate  for  distance  and  near  [slight  convergence  excess].  No  limitation  of  the 
ocular  movements,  and  no  diplopia  anywhere  in  the  field  of  fixation  (true  binocu- 
lar single  vision  everywere. 

Declination  for  horizontal  lines  Right  eye  — 2°.,  Left  eye  — 5°. 

“ “ vertical  “ “ “ — Io  “ “ — 5°. 

When  tested  for  perpendiculars,  he  declares  the  intersecting  lines  formed 
by  the  two  Maddox  + rods  to  be  truly  perpendicular  and  respectively  horizontal 
and  vertical,  when  the  right  H index  is  at  Io  and  the  left  V index  is  at  — 4.5°. 
I.e.,  he  still  shows  marked  laevotorsion  of  the  left  eye,  and  his  estimate  of  per- 
pendiculars is  5.5°  in  error. 

The  deflection  in  this  case,  was  apparently  constant,  and  was  too  great  to  be 
attributed  to  observational  error. 


APPLICATION  OF  THE  CLINOMETER  IN  CASES  OF  PARALYSIS 


The  following  cases  show  the  application  of  the  instrument  in  measuring 
the  obliquity  of  the  images  due  to  paralysis  or  spasm  of  the  ocular  muscles. 

Cask  45. — Mrs.  J.  D. — Postoperative  insufficiency  of  right  superior  and 
inferior  recti  [old]  and  of  left  superior  and  inferior  recti  [recent].  Compensatory 
spasm  of  obliques,  especially  of  right  inferior  oblique,  produciug  varying  and 
temporary,  but  very  annoying  obliquity  of  objects,  particularly  those  seen  with 
the  right  eye.  In  August,  1900,  showed  for  both  vertical  and  horizontal  lines  a 
torsion  of  + 8°  in  the  right  eye  and  of  — 3°  in  the  left,  giving  a divergence  of 
the  vertical  meridians  [distorsión]  of  11°.  In  the  latter  part  of  August  the  distor- 
sión had  diminished  to  3°.  In  October,  when  she  again  noticed  a slant  in  the 
images,  especially  those  seen  with  the  right  eye,  the  clinometer  showed  that  the 
torsion  for  this  eye  was  0°  for  horizontal  lines  and  only  from  -J-  Io  to  -f-  3°  for 
vertical  lines,  while  in  the  left  eye  it  was  — 5°  for  horizontal  lines  and  — Io  to  — 
2°  for  vertical  lines  [the  distorsión  being  thus  from  3°  to  5°]. 

Case  46. — Frank  R.  Age  39.  Traumatic  paralysis  of  left  superior  rectus  [com- 
plete] with  traumatic  enophthalmus.  Gets  characteristic  diplopia  with  characteris- 
tic tilting  of  the  double  images,  but  always  declares  that  it  is  the  image  of  the 
right  eye  that  is  tilted,  while  that  of  the  left  is  straight.  When  tested  with  the 
clinometer,  torsion  for  horizontal  lines  is  0°  in  the  right  eye,  about  — 10°  in  the 
left  [2  tests]. 

These  cases  are  good  illustrations  of  the  fact  that  when  there  is  tilting  of 
one  of  the  double  images  in  paralysis  the  tilted  image  does  not  always  correspond 
to  the  paralyzed  eye.  In  Case  46,  for  example,  the  paralysis  was  confined  to  the 
left  eye,  and,  nevertheless,  the  patient,  when  he  saw  the  two  images  simultaneous- 
ly and  compared  them  together,  regarded  that  formed  by  the  left  eye  as  straight 
and  that  formed  by  the  right  eye  as  tilted.  That,  however,  the  tilting  was  really 
altogether  in  the  image  seen  by  the  left  eye  was  clearly  shown  by  the  clinometer. 
This  instrument,  in  fact,  by  enabling  us  to  examine  either  eye  separately  or  both 
eyes  together,  furnishes  trustworthy  evidence  as  to  which  eye  is  the  seat  of  the 
obliquity. 
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THE  CLINOMETER  AS  A TEST  FOR  BINOCULAR  METAMORPHOPSIA 
AND  FOR  THE  DISTORTION  PRODUCED  BY  CYLINDERS 

Except  so  far  as  can  be  gathered  from  the  slight  evidences  afforded  by  the 
cases  cited  under  the  heading  “Torsion  produced  by  Ill-fitting  glasses”  [see  abo- 
ve]. I have  not  yet  been  able  to  secure  any  accurate  data  as  to  the  usefulness  of 
the  clinometer  in  estimating  the  degree  of  metamorphopsia  and  tilting  produced 
by  cylindrical  glasses. 

To  a patient  the  most  striking  evidence  of  the  distortion  produced  by  cy- 
lindrical glasses  is  that  he  sees  the  sides  of  a rectangle  slope  toward  each  other,  so 
as  to  intersect  the  top  and  bottom  of  the  rectangle  at  an  oblique  instead  of  a right 
angle.  Whether  in  any  given  case  this  sort  of  distortion  is  likely  to  occur  or  not, 
I have  thought  could  be  determined  by  the  clinometer,  the  test  being  made  in 
the  manner  already  outlined,  i.  e.  by  making  with  the  two  Maddox  rods  two  in- 
tersecting lines  of  light  and  rotating  the  rods  until  the  lines  appeared  to  the  patient 
perpendicular  to  each  other.  If  his  judgments  are  decidedly  and  consistently 
astray,  we  infer  that  his  estimate  of  perpendiculars  is  perverted  and  that  he  will 
see  rectangular  objects  distorted. 

16  persons  were  examined  in  this  way.  In  but  two  of  these  was  there  any 
possibility  of  there  being  a distortion  due  to  glasses.  In  one  [Case  41  already  ci- 
ted], both  vertical  and  horizontal  lines  appeared  tilted  4°  or  5°  to  the  right,  but 
both  still  remained  at  right  angles  to  each  other.  In  the  other  case,  the  use  of 
oblique  cylinders  appeared  to  cause  a slight  torsion  of  both  vertical  and  horizontal 
lines,  and  there  was  some  distortion  of  a rectangular  object  seen  at  close  range; 
but  the  estimate  of  perpendiculars,  as  judged  by  the  clinometer,  was  not  at  all 
abnormal. 

In  3 of  the  remaining  cases  (Nos.  37,  38,  and  43),  although  there  was  mode- 
rate torsion  in  one  or  both  eyes,  the  estimate  of  perpendiculars  was  not  more  than 
2°  in  error,  i.  e.  was  practically  normal. 

In  10  other  cases  the  judgments  in  this  regard  were  perfectly  normal. 

In  a single  case  only,  (N.°  44)  was  there  any  marked  error  in  the  apreciation 
of  right  angles:  the  error  in  this  case  being  evidently  due  to  the  pronounced  uni- 
lateral torsion  present. 

The  number  of  cases  is  much  too  small  to  serve  as  a basis  for  deductions, 
except  that  we  may  say  that  the  ordinary  person,  tested  in  this  way,  estimates 
perpendiculars  with  considerable  precision,  the  error  in  designating  a right  angle 
being  seldom  as  great  as  3°  and  frequently  no  more  than  Io;  and  that  the  presence 
of  faulty  torsion,  even  when  unilateral,  does  not  necessarily  produce  errors  in 
one’s  judgment  of  right  angles. 

THE  CLINOMETER  AS  A TEST  FOR  SCOTOMATA  AND  FOR 
RETINAL  METAMORPHOPSIA 

The  clinometer  may  furnish  a ready  means  of  determining  the  presence  of 
scotomata  or  of  a localized  metamorphopsia  due  to  retinal  disease,  provided  the 
areas  of  retina  involved  are  not  too  remote  from  the  macula.  For,  if  the  patient 
looks  through  the  centre  of  one  of  the  Maddox  rods  with  the  affected  eye  (the 
other  eye  being  covered),  he  will  see  a line  of  light  extendig  about  20°  on  either 
side  of  the  point  of  fixation.  By  revolving  the  rod  in  its  frame,  we  can  make  the 
line  of  light  sweep  in  a circle,  so  as  to  occupy  successively  all  points  of  the  retina 
about  the  macula  and  not  situated  more  than  20°  from  it.  If  the  line  appears  in- 
terrupted in  any  part  of  its  length,  we  should  suspect  a scotoma,  and  it  appears 
curved  or  otherwise  distorted,  we  should  suspect  metamorphopsia:  the  change  in 
either  case  being  due  to  involvement  of  a corresponding  portion  of  the  retina. 

Suppose,  for  example,  that  the  rod,  placed  before  the  right  eye,  was  rotated 
so  that  the  index  H pointed  to  30°  above  the  zero  mark,  and  the  patient  said  that 
a portion  of  the  line  near  its  upper  end  was  blotted  out.  We  would  then  believe 
that  there  was  a scotoma  in  the  upper  and  outer  portion  of  the  field  corresponding 
to  a defect  in  the  lower  and  nasal  portion  of  the  retina,  situated,  say,  10°  or  15° 
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from  the  macula.  By  revolving  the  line  of  light  still  further,  and  ascertaining 
when  it  became  whole  gain,  it  would  be  possible  to  gain  an  idea  of  how  exten- 
sive the  scotoma  was.  The  method  would  seem  to  be  particularly  applicable  in 
the  case  of  ring  scotomata. 

I have  had  an  opportunity  of  testing  these  relations  in  a single  case  only, 
one  namely  of  detachment  of  the  retina.  In  this  case,  the  behavior  of  the  line  of 
light  afforded  very  good  evidence  both  of  the  scotoma  and  of  the  metamorphopsia 
produced  by  the  detachment.  That  is,  when  the  line  of  light  was  set  vertical,  its 
upper  half  was  cut  off  altogether,  and  its  lower  half  was  inclined  considerably  to 
the  left.  When,  on  the  other  hand,  the  line  was  set  horizontally,  its  inner  half 
was  cut  off,  and  its  outer  half  was  not  only  visible  but  also  ran  undeflected.  The 
situation  and  character  of  the  detachment  were  such  as  to  account  for  these 
appearances. 

Note. — In  the  course  of  this  paper  I have  had  occasion  to  use  some  terms 
that  may  require  explanation.  These  are  among  the  terms  which  I have  elsewhere  l 
propounded  to  denote  the  different  movements  that  the  eyes  are  capable  of,  and 
wich,  so  far  as  the  torsion  movements  of  the  eyes  are  concerned,  are  as  follows: 

Torsion.  A tilting  of  the  vertical  meridians  of  one  or  both  eyes.  It  com- 
prises : 

Intorsion,1 2  or  the  tilting  of  the  vertical  meridian  of  either  eye  inward: 

Extorsion,2  a tilting  of  the  vertical  meridian  of  either  eye  outward: 

EaTeriTorsion,  a tilting  of  both  vertical  meridians  to  one  side,  i.  e.,  either 
to  the  right  (DexTrotorsion)  or  to  the  left  (E^votorsion; 

CONTORSION,  tilting  of  one  or  both  vertical  meridians,  so  that  their  upper 
ends  converge; 

Distorsión,  tilting  of  one  or  both  vertical  meridians,  so  that  their  upper 
ends  diverge. 

By  the  use  of  these  terms  we  are  enabled  to  describe  in  a single  word  any 
one  of  the  changes,  normal  or  pathological,  that  may  take  place  in  the  torsion 
movements  of  the  eyeball,  and  thus  avoid  a clumsy  periphrase. 


1 Duane,  “The  Nomenclature  of  the  Ocular  Movements”,  Ophthalmic  Record , Feb.,  1899. 

2 The  terms  intorsion  and  extorsion  are  due  to  Dr.  Maddox. 


MALARIAL  INFECTION  A POTENT  FACTOR 

IN  ASTHENOPIC  CONDITIONS 


BY 


J.  LAWTO/N  HIE-RS,  M.  t>. 


( SAVANNAH,  GEORGIA  ) 


Since  the  publication  of  my  paper  on  “Malaria  as  an  Etiological  Factor  in 
Asthenophia,”  in  1898,  medical  literature  has  not  been  appreciably  enriched  by 
contributions  of  similar  import.  Innumerable  subjects  within  the  province  of  the 
ophthalmologist  have  been  aired  and  ventilated  before  distinguished  gatherings; 
and  yet  virtually  little  has  béen  said  concerning  an  infection  which  must  needs  of 
necessity  have  attracted  the  attention  of  not  a few  of  our  most  astute  thinkers  and 
clinicians.  It  is  in  the  hope,  therefore,  of  elucidating  the  relationship  beween 
malaria  and  asthenopia  that  the  author  has  presumed  to  revise  his  article  read,  two 
years  ago,  under  a kindred  caption. 

It  is,  furthermore,  his  purpose  to  discuss  a few  practical  points  connected 
wit  this  trouble  in  which,  through  the  instrumentality  of  the  microscope,  malarial 
plasmodiae  have  been  demonstrated  in  abundance;  and  on  account  of  which  an 
anti-malarial  treatment  has  invariably  proven  beneficial. 

The  term  “asthenopia,”  like  many  other  medical  words,  is  convenient  and 
decidedly  ambiguous.  From  a diagnostic  standpoint  it  is  incomplete  and  signifies 
practically  nothing.  It  must  be  coupled  with  an  adjective  to  qualify  or  convey  its 
meaning;  for,  existing  alone,  no  true  conception  can  be  formed  as  to  the  pathology 
of  the  affection  of  which  a patient  may  complain. 

Lexicographers  define  the  word  as  “weakness  of  sight,  accompanied  by 
fatigue,  strain,  indistinctness,  dread  of  light,  ’ ’ etc. ; and  most  writers  have  recognized 
an  anatomical  or  physiological  abnormality  as  the  chief  etiological  factor,  hence 
the  symptomatic  designations-accomodative,  muscular,  intraocular,  or  nervous 
asthenopia.  Of  the  several  groups,  the  first  comprises  the  greatest  number  of 
cases, — forthe  alleviation  of  which  condition,  in  most  instances,  nothing  is  required 
save  the  proper  adjustment  of  glasses.  The  second  classification,  while  comparati- 
vely rarer  than  the  first,  includes  many  of  the  most  intractable  cases  of  asthenopia; 
and,  in  the  event  that  prisms  have  proven  of  no  avail,  should  be  subjected  to  surgical 
interference.  Concerning  the  third  and  fourth  subdivisions  there  is  much  that  can 
and  should  be  said,  for  some  writers  attribute  all  cases  of  weakened  vision  to 
ametropia  or  heterophoria;  and  it  is  especially  in  opposition  to  this  view  that  this 
article  has  been  prepared. 

In  intraocular  or  nervous  asthenopia  let  us  consider  malaria  as  a potent  factor. 
The  microscope  will  substantiate  this  position;  and  while  it  is  not  my  desire  to  be 
classed  with  those  physicians  who  hold  malaria  culpable  for  every  ailment  of  the 
human  family,  yet  the  fact  is  incontrovertibly  established  that  many  diseased 
conditions  result  from  malarial  poisoning  without  the  manifestation  of  a febrile 
reaction. 

Illustrative  of  such  may  be  mentioned  hemoglobinuria,  enlargement  of  the 
spleen,  malarial  neuralgia,  motor  ocular  paralysis,  etc.;  and  if  the  contention  be 
granted  that  it  can  and  does  affect  the  liver,  spleen,  kidneys,  and  nervous  system, 
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the  argument  that  it,  likewise,  assails  the  eye  and  is  responsible,  in  a measure,  for 
its  asthenopia  condition,  is  both  plausible  and  rational. 

To  theorize  is  to  acknowledge  skepticism,  and  skepticism  invites  infidelity. 
Man  must  have  a belief  to  be  in  earnest.  Sincerity  implies  truthfulness;  and  truth 
must  be  demonstrated . It  can  only  be  accepted  when  facts  are  practical  and  unbiassed ; 
when  experience,  and  not  conjecture,  is  corrobative.  Appreciating  this,  without 
further  transgressing  the  domain  of  metaphysics,  and  apologizing  for  having 
indulged  this  illustrative  digression,  let  me  present  in  evidence  the  following  cases. 

Early  in  July  1896,  Miss  N.  eighteen  years  of  age,  presented  herself  for 
treatment.  Family  history  good.  Physical  condition  rather  robust,  and  health 
otherwise  apparently  perfect.  About  the  middle  of  the  previous  winter,  while  at 
college,  her  eyes  became  so  weak  and  painful  that  she  was  forced  to  leave  and 
consult  a physician.  During  the  interim  prior  to  visiting  my  office  she  had  con- 
sulted two  reputable  oculists,  from  whom  she  claimed  to  have  received  only 
temporary  benefit.  An  examination  revealed  a clear  media,  and  otherwise  healthy 
fundus.  The  external  muscles  and  appendages  were  normal,  save  a mild  form  of 
catarrhal  conjunctivitis  which  promptly  yielded  to  medication. 

Her  refraction  proved  that  although  able  to  read  20-15  with  either  eye  with 
ease,  yet  it  could  be  held  only  for  a few  moments.  After  two  examinations  Lens-j-. 
25D.  Cly,  ax  90''  were  prescribed  for  each  eye. 

This  afforded  some,  but  only  temporary,  relief;  and  forced  me  to  the  con- 
clusion that  there  was  present  other  than  the  usual  causes  of  asthenopia.  Having 
watched  and  studied  the  case  for  several  days,  there  became  apparent  a decided 
periodicity  in  her  asthenopic  paroxysms. 

Further  questioning  divulged  the  fact  that  although  never  a victim  of  fever, 
she  was  reared  and  had  lived  at  all  times  in  a malarial  district.  A specimen  of 
blood  having  been  obtained  and  examined  microscopically,  the  presence  of 
haematozoa  was  readily  determined . 

Feeling  much  encouraged,  liberal  doses  of  quinine  bisulphate  and  arsenious 
acid  were  given  in  combination . After  three  days  treatment  the  pain  and  weakness 
of  vision  had  disappeared,  proving  conclusively  that  malarial  poisoning  had  occa- 
sioned her  indisposition. 

To  thoroughly  eradicate  the  same  from  her  system  the  treatment  was  con- 
tinued for  several  weeks.  The  subsequent  fall  she  was  again  able  to  resume  her 
studies;  and,  at  this  writing,  has  not  had  the  slightest  indication  of  any  further 
inconvenience  or  trouble.  The  second  case  is  given  in  greater  detail  that  the 
preceding  on  account  of  its  peculiar  interest.  It  is  purely  of  malarial  origin. 
James  E.  a negro,  twenty-eight  years  of  age  anda  native  West  Indian,  but 
for  five  years  or  more  a resident  of  this  country,  and  by  ocupation  a hotel  waiter, 
sought  treatment  December  3rd.  1897.  An  intense  eye  pain  and  weaksightedness 
occasioned  his  visit.  An  examination  confirmed  the  existence  of  an  acute  catarrhal 
conjunctivitis,  to  which  was  referred  the  condition  above  noted.  The  usual  treat- 
ement  was  adopted  and  dark  glasses  recomended.  At  the  expiration  of  the  third 
day  the  conjunctival  inflammation  had  entirely  subsided,  but  the  patient  claimed 
to  realize  no  appreciable  improvement. 

An  ophthalmoscopic  examination  of  the  eyes  resulted  negatively,  while  his 
refraction  and  the  external  muscles  indicated  no  abnormality.  Microscopically 
the  blood  abounded  in  malarial  plasmodia.  Almost  every  cell  was  impregnated 
with  hematozoa. 

Other  than  a slightly  torpic  liver,  which  was  promptly  relieved  by  a mer- 
curial purge,  his  physical  condition  and  general  health  were  excellent.  At  no  time 
could  a rise  in  temperature  be  detected.  His  history  evidenced  the  fact,  however, 
that  two  years  previous  when  visiting  the  West  Indies  he  had  hadan  attack  of  inter- 
mittent fever  of  fourteen  days  duration.  Consequently,  large  doses  of  quinine, 
arsenic,  and  strychnine  were  prescribed,  an  in  two  days  there  was  a slight  change 
for  the  better.  With  the  lapsation  of  three  days  his  condition  had  been  perceptibly 
ameliorated. 

The  anti-malarial  treatment  w’as  continued,  and  in  the  afternoon  of  the  eighth 
day  after  the  beginning  thereof,  absolute  relief  had  been  obtained.  No  difficulty 
was  experienced  in  using  his  eyes,  and  even  in  a very  bright  light  he  suffered  no 
inconvenience.  Nevertheless,  to  guard  against  possible  recurrence  the  same  me- 


463 


dication  was  advocated  and  advised  for  a further  period  of  ten  days.  Since  then 
he  has  been  seen  twice;  and  no  baneful  result  has  eventuated,  even  under  the  most 
adverse  circumstances. 

Since  July,  1898,  it  has  been  my  good  fortune  to  observe  and  treat  sixty- 
eight  cases  of  astenophia,  of  whom  twenty-eight  were  male  and  forty  female.  Of 
these,  thirteen  iu  males  and  nineteen  in  females  were  accommodative  in  character, 
and  entirely  relieved  by  the  proper  adjustment  of  glasses.  Nine  males  and  eleven 
females  were  hypermetropic  associated  with  malaria.  They  were  fitted  with  glasses, 
but  without  permanent  relief  until  placed  on  an  anti-malarial  treatment.  Eleven 
cases,  seven  male  and  four  female,  were  purely  of  malarial  origin.  One  male  with 
insufficiency  of  right  internal  rectus  muscle  and  normal  refraction,  but  whose  blood 
abounded  in  plasmodiae,  was  permanently  cured  by  the  administration  of  strychnia, 
arsenic,  and  quinine. 

The  condition  of  one  male  with  insufficiency  of  left  internal  rectus,  after  a 
futile  trial  with  prisms  was  alleviated  only  by  a tenotomy.  Two  cases  in  females 
were  traced  to  uterine  reflexes  and  referred  to  their  family  physicians.  One  case  of 
neurasthenic  origin  was  asigned  accordingly.  The  blood  of  one  female’  presenting 
insufficiency  of  right  internal  rectus  and  hypermetropia,  was  incorporated  with 
hematoza. 

Thus  to  sumarize,  twenty  cases  of  hypermetropic  asthenopia  associated  with 
malaria,  as  proven  by  the  miscroscope,  have  come  under  my  observation  during 
the  past  four  years.  In  addition  thereto  there  have  been  eleven  wich  no  other 
assignable  cause.  Parasites  in  abundance  were  observed  in  each  blood  specimen 
examined;  and  anti-malarial  treatment,  when  indicated,  but  verified  the  contention 
that  this  malady  is  an  etiological  factor  in  the  production  of  certain  well  defined 
asthenopic  conditions, 

From  the  evidence  produced  the  following  conclusions  are  deducted:  (a) 
That  two  distinct  forms  of  malarial  asthenopia  exist,  acute  and  chronic.  The  former 
is  seen  most  frequently  by  the  family  physician,  and  is  characterized  by  the  eye 
strain,  pain,  and  weakness  of  vision  which  accompany  febrile  reactions  of  an 
intermittent  or  remittent  type.  The  latter  more  frequently  falls  under  the  care  of 
an  oculist,  and  may  be  associated  with  muscular  or  accommodative  asthenopia,  in 
both,  (b)  That  asthenopia  per  se  does  not  exist,  but  must  possess  some  qualifying 
cause,  [c]  That  the  intraocular  and  neuratic  manifestations  should  be  clasified 
individually  and  not  generalized,  (d)  That  microscopic  investigation  can,  and  does, 
determine  the  prevalence  of  plasmodiae  in  certain  of  the  aforesaid  conditions,  (e) 
That  a febrile  reaction  does  not  of  necessity  accompany  the  history  of  the  case:  and, 
[f]  That  under  judicious  anti-malarial  treatment,  provided  the  presense  of  hema- 
tozoa  has  been  demonstrated,  the  causative  factor  can  be  readily  eradicated  and  a 
permanent  cure  effected. 


flSTENOPIfl  HETINIflNH  DE  LOS  PESCADORES  DE  ESPOjlJHS 

POR  Elo 

•D-R.  JUA/N  SA/NTOS  FE"R/N A/NDEZ 

( HABANA,  CUBA ) 

A la  astenopia  retiniana  producida  por  otras  causas 
liemos  de  añadir  hoy  la  que  se  provoca  en  los  pescadores  de 
esponjas. 

Se  sabe  que  la  exposición  de  los  ojos  á una  luz  viva,  muy 
especialmente  si  se  refleja  de  la  nieve  cuando  ésta  cubre  gran 
extensión  de  terreno,  determina  trastornos  visuales  conocidos 
y de  cierto  modo  opuestos  á la  hemeralopia,  porque  cesan  du- 
rante la  noche  y á ésto  se  ha  designado  con  el  nombre  de  as- 
tenopia retiniana  ó hiperestesia  de  la  retina.  La  astenopia 
retiniana  ó hiperestesia  de  la  retina  determinada  por  un  exce- 
so de  luz,  por  el  pase  de  un  lugar  sombrío  á otro,  fuertemente 
iluminado  como  ocurre  á los  mineros  y ha  ocurrido  á los  pri- 
sioneros de  otras  épocas,  ha  sido  bien  observado. 

Esta  astenopia  retiniana  suele  observarse  con  más 
frecuencia  en  individuos  neuropáticos  y en  las  histéricas  que 
se  exponen  á la  luz  intensa  con  tanta  más  razón  si  existe  un 
defecto  de  refracción  que  no  haya  sido  corregido,  pero  no 
están  exentos  de  ella  los  sujetos  robustos  y acostumbrados  á 
sufrir  los  rayos  del  sol,  como  los  pescadores,  si  los  ojos  se  co- 
locan en  condiciones  de  congestionarse  y de  impresionarse 
vivamente  de  una  manera  especial,  por  la  posición  que  adop- 
tan en  el  desempeño  del  oficio,  cual  ocurre  á los  pescadores 
de  esponjas. 

OBSERVACION  i 

G.  P.,  de  21  años  de  edad,  nacido  en  Mallorca  (España)  y con  pocos  años  de 
residencia  en  Cuba,  se  dedica  en  la  costa  Sur  de  la  Isla  (Batabanó)  á la  pesca  de 
esponjas. 

Refiere  que  hace  quince  ó dieciseis  días  que  está  malo  de  los  ojos.  Ee  ocurre 


que  cuando  mira  al  sol  ó pared  pintada  de  blanco,  la  luz  le  queda  delante  como  una 
neblina  y algunas  veces  una  mosquita. 

Cuando  está  en  un  lugar  sombrío  no  le  ocurre  esto  y se  siente  bien.  El  fondo 
del  ojo  visto  al  oftalmoscopio  es  normal.  No  hay  astigmatismo.  El  campo  visual 
íntegro.  No  hay  escotomas.  La  agudeza  visual  fisiológica. 

Inquiriendo  la  causa  de  esta  perturbación  que  le  impide  dedicarse  á su  oficio 
de  pescador,  averiguamos  que  la  manera  cómo  se  pescan  las  esponjas  es  lo  que  ha 
determinado  la  astenopia  retiniana  ó hiperestesia  de  la  retina  de  que  está  afecta- 
do. En  efecto,  la  suspensión  uel  oficio  durante  algún  tiempo  y el  uso  de  anteojos 
ahumados  le  restituyeron  pronto  la  salud. 

OBSERVACION  II 

B.  C.  de  18  años,  natural  de  Mallorca  (España),  dos- años  de  residencia  en 
Cuba ; pescador  de  esponjas,  de  buena  constitución,  robusto,  de  piel  tostada  por  el 
sol.  Se  queja  de  que  hace  muchos  días  tiene  delante  unos  hilitos  y maiichas  negras 
que  le  parecen  se  mueven  en  el  aire  y le  incomodan.  La  vista  á distancia  normal. 
El  campo  visual  fisiológico.  No  hay  escotoma.  En  el  fondo  del  ojo  no  hay  lesión. 
Fué  diagnosticado  de  fotopsias  ó hiperatesia  de  la  retina,  provocada  por  el  oficio 
que  ejercía.  Se  le  ordena  descanso  y cristales  ahumados  y después  de  algunos  días 
se  encuentra  bien. 

OBSERVACION  III 

A.  G.,  22  años  tie  edad  y cinco  de  Cuba,  de  Mallorca  (España),  bien  consti- 
tuido; nos  consultó  el  15  de  Mayo  de  1900.  — Hace  mes  y medio  que  está  afectado 
de  la  vista  ; tiene  una  especie  de  nube  por  delante  que  le  impide  ver  las  personas, 
sobre  todo,  cuando  se  encuentra  al  sol  ó hay  mucha  claridad,  pues  en  lugar  som- 
brío apenas  nota  la  molestia.  La  agudeza  visual  y el  campo  visual  fisiológicos.  No 
hay  escotoma  v aun  cuando  toma  vino  en  las  comidas  y alguna  que  otra  copa  de 
tiempo  en  tiempo,  no  tiene  hábitos  alcohólicos. 

Convencido  de  que  las  fotopsias  que  acusaba  dependían  de  su  oficio,  le  reco- 
mendamos el  descanso  durante  algún  tiempo  y anteojo  de  colores,  con  lo  cual  se 
vió  pronto  libre  de  aquéllas. 


OBSERVACION  IV 

J.  F.  T.  nos  consultó  el  3 de  Mayo  de  1897,  joven  de  20  años,  robusto,  bien 
constituido,  europeo,  de  Mallorca  (España),  con  tres  años  de  residencia  en  Cuba. 
Me  refiere  que  hace  cinco  ó seis  meses  que  siente  dolores  en  los  ojos  por  dentro  y 
que  actualmente  le  molesta  el  sol  y la  claridad  del  día,  porque  se  le  presentan  unas 
nubes  por  delante  que  le  impiden  ver  cuando  está  en  dicha  luz  y algunas  veces 
horas  después  de  estar  expuesto  á ella,  no  ocurriéndole  esto  cuando  se  retira  el  sol 
y durante  la  noche  en  la  sombra. 

Su  vista  era  normal  — Había  ligera  hipermetropia  latente.  — El  fondo  de  su 
ojo  fisiológico  é igualmente  el  campo  visual.  — No  había  escotoma. 

Aleccionado  por  los  anteriores,  desechamos  la  sospecha  de  ambliopia  alcohóli- 
ca, de  que  no  tenía  síntomas,  y aceptamos  el  diagnóstico  de  astenopia  retiniana 
producida  por  el  oficio  que  desempeñaba. 

El  tratamiento  confirmó  el  diagnóstico,  pues  con  el  alejamiento  de  su  oficio  y 
el  descanso  de  sus  ojos,  curó  en  pocos  meses. 

❖ 

❖ * 

Cuando  el  pescador  llega  al  criadero  de  esponjas,  se  co- 
loca de  bruces  sobre  el  borde  de  la  chalana  en  que  estay  para 
no  lastimarse  el  pecho  interpone  una  especie  de  cojín  formado 
por  las  mismas  esponjas  extraídas  y secas.  Adopta  esta  posi- 
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ción  para  poder  mirar  al  través  de  un  barril  situado  al  costa- 
do del  bote  y cuyo  fondo  ha  sido  sustituido  por  un  cristal 
plano.  De  este  modo  ve  mejor  el  fondo  del  mar,  que  el  movi- 
miento de  la  superficie  del  agua  impide  verlo.  Cuando  descu- 
bre la  esponja;  hace  uso  de  una  vara  cuya  extremidad  termina 
en  punta  y con  ésta  la  hiere.  La  chalana  en  cuyo  costado  se 
halla  el  barril , está  casi  siempre  en  movimiento  para  buscar 
nuevas  esponjas,  el  pescador  lleva  la  cabeza  baja,  metida  en 
el  barril.  Dentro  de  éste  la  luz  es  tenue  y después  de  tener 
algunas  horas  los  ojos  en  ella  y de  forzar  la  vista  para  descu- 
brir lo  que  busca,  cuando  se  levanta  y se  expone  á la  luz  del 
sol,  su  retina  se  impresiona  y surge  la  hiperestesia  favorecida 
por  la  congestión  ocular  dependiente  de  la  posición  de  la 
cabeza. 

Así  se  explica  que  la  supresión  del  trabajo  de  la  pesca 
y el  uso  de  cristales  con  objeto  de  disminuir  la  intensidad  de 
la  luz,  sean  suficientes  recursos  para  la  curación. 


LA  ESTERILIZACION  DE  LOS  CUCHILLOS 

QUE  SE  USAN  EN  OFTALMOLOGIA 

POR  EL 

•D-R.  J.  SA/NTOS  FE-R/NA/N-DEZ 

(HABANA,  cuba) 

La  esterilización  de  los  instrumentos  para  las  operacio- 
nes en  general  por  medio  de  las  estufas  ó autoclaves  es  de 
uso  corriente  y aceptable,  pero  los  instrumentos  empleados 
en  las  operaciones  de  los  ojos  son  tan  débiles,  sobre  todo  los 
cuchillos,  que  se  alteran  con  facilidad  y de  aquí  ha  surgido 
la  costumbre  ó necesidad  de  emplearlos  después  de  un  baño 
antiséptico  lo  cual  no  siempre  favorece  el  filo  ni  los  exime  de 
gérmenes. 

No  he  de  hablar  de  la  reconocida  imposibilidad  de  obte- 
ner una  antisepsia  perfecta  de  la  región  ocular,  por  todos 
recomendada  sin  embargo  como  indispensable,  pues  si  no  se 
logra  extinguir  los  gérmenes  en  totalidad,  se  les  adormece  ó 
atenúa  su  acción  nociva. 

Tampoco  me  detendré  en  discurrir  las  diferentes  substan 
cias  empleadas  para  conseguirla,  tales  como  el  ácido  fénico 
al  20  por  mil,  el  salicílico  del  1 al  5 por  mil,  el  oxicianuro  y 
cianuro  de  hidrargirio  al  0.75  por  mil  (Chibret)  el  bicloruro 
de  mercurio  del  0.20  al  1 por  mil,  el  biioduro  de  hidrargirio 
(Panas)  al  0.05  por  mil,  el  naphtol  del  0.10  á 0.20  por  mil, 
como  el  sulfobenzoato  de  sosa;  el  formol  de  0.50  á 1 por  mil 
(Valude)  el  permanganato  y la  pioctanina,  etc.,  etc. 

Sólo  recordaré  que  el  ácido  fénico  al  5 % se  considera 
de  acción  débil  para  la  antisepsia  de  los  instrumentos,  que 
el  bicloruro  los  deteriora  y que  sólo  el  cianuro  de  mercurio 
al  1 % respeta  el  metal  y ataca  de  manera  poderosa  los  gér- 
menes en  sólo  diez  minutos. 

El  calor  seco  no  se  puede  regular  con  facilidad  y se 
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requieren  temperaturas  de  100°  á 200°  para  tener  seguridad 
en  la  antisepsia. 

El  calor  húmedo  ataca  los  instrumentos,  muy  especial- 
mente los  finos  cuchillos  que  se  emplean  en  la  cirugía  ocular. 

El  agua  en  ebullición  á 100°  es  insuficiente  si  no  se  le 
añade  el  carbonato  de  sosa  ó la  sal  marina  (Nuel)  y puede 
atribuírsele  el  mismo  inconveniente  que  al  calor  húmedo. 

Me  propongo  en  estas  líneas  referir  el  resultado  de  mis 
experiencias  de  esterilización  de  los  instrumentos  nacidas  del 
deseo  de  no  alterar  el  filo  de  los  cuchillos  de  De  Graefe  y 
lanceolares  al  humedecerlos  tan  siquiera  sea  con  substancias 
que  no  los  atacan  ó sometiéndolos  á temperaturas  moderadas. 

Las  experiencias  á que  me  refiero  y expongo  á conti- 
nuación han  sido  realizadas  en  el  Laboratorio  Bacteriológico 
de  la  Crónica  Médico  Quirúrgica  de  la  Habana  en  unión  del 
Dr.  Acosta,  profesor  de  bacteriología  del  Laboratorio,  sirvién- 
dose de  los  instrumentos  de  mi  clínica  de  Enfermedades  de 
los  ojos. 

PRIMERA  EXPERIENCIA 

A.  Para  esta  experiencia  se  aprovecha  una  caja  de 
madera  con  cuchillos  en  uso. 

Se  toma  un  cuchillo  de  Petit,  uno  de  Graefe,  uno  lanceo- 
lar  acodado,  uno  de  De  Graefe  usado  cuatro  veces,  uno  de  De 
Graefe  nuevo  y uno  de  De  Graefe  que  estaba  en  la  caja  al  lado 
de  uno  de  Petit  usado  en  la  incisión  ó escisión  de  chala- 
zion etc.,  etc. 

Todos  estos  cuchillos  se  limpian  para  la  experiencia  con 
algodón  esterilizado  y se  sumergen  sus  hojas  en  caldo  pepto- 
nizado  simple  durante  un  minuto,  que  es  la  duración  aproxi- 
mada de  una  queratotomía. 

A las  24  horas  de  haber  hecho  estas  siembras  en  tubos 
de  caldo  que  fueron  colocados  en  la  estufa  á 37°  ninguno  de 
los  tubos  había  germinado. 

B.  Un  cuchillo  de  De  Graefe  y un  lanceolar  se  sumer- 
gen durante  24  horas  en  una  solución  de  formol  al  1,500 
(fórmula  de  Landolt). 

Un  cuchillo  de  De  Graefe  y una  lanceolar  se  sumergen 
en  igual  solución  durante  una  hora. 

Otro  de  De  Graefe  y uno  lanceolar  se  sumergen  durante 
media  hora. 
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Otro  de  DeGraefe  y otro  lanceolar  se  lavan  simplemente 
con  la  solución. 

Con  todos  estos  cuchillos  se  hacen  siembras  en  caldo 
esterilizado  cuyos  tubos  son  colocados  en  la  estufa. 

A las  24  horas  se  examinan  y todos  los  tubos  están 
germinados. 

C.  Con  igual  número  y clase  de  cuchillos  se  emplea  la 
solución  de  oxicianuro  de  mercurio  al  1 :5.000  (fórmula  de 
Valude)  y se  repite  la  experiencia  anterior  respecto  al  tiempo 
que  se  tienen  sumergidos  dando  por  resultado  que  todos  los 
tubos  de  caldo  germinan.  Dos  de  los  cuchillos  que  estuvieron 
sumergidos  en  el  oxicianuro  al  1X5.000  quedaron  inútiles  por 
oxidación. 


Atendiendo  á observaciones  de  nuestro  compañero  de 
Laboratorio  Dr.  Dávalos,  lleva  á efecto  el  Dr.  Acosta  cuatro 
experiencias  más,  con  riguroso  método. 

He  aquí  sus  resultados: 

Primera.  Se  frotan  fuertemente  dos  cuchillos  nuevos 
de  una  caja  en  uso  con  algodón  hidrófilo  y atravesando  la 
tapa  de  un  tubo  de  caldo  se  sumerge  la  hoja  del  cuchillo  en 
el  caldo,  después  se  coloca  el  tubo  en  la  estufa  de  Roux 
durante  24  y 48  horas  sin  que  germine  el  caldo. 

Segunda.  ^Se  toma  un  cuchillo  nuevo  de  una  caja  no 
usada  llegada  de  la  fábrica  de  París,  sin  frotarlo  se  hace  la 
misma  prueba  que  en  la  experiencia  anterior.  A las  48  horas 
no  ha  germinado  la  siembra. 

Tercera.  Se  toman  tres  cuchillos  y se  impregnan  con 
gérmenes  de  una  colonia  desarrollada  en  agar.  Se  frotan 
después  fuertemente  para  tratar  de  quitar  dichos  gérmenes 
y se  introducen  los  cuchillos  en  tubos  de  caldo  en  la  misma 
disposición  que  los  no  impregnados.  A las  24  horas  habían 
germinado  dos  y á las  36,  los  tres. 

Cuchillos  sumergidos  en  solución  de  formol  al  1X500 
durante  una  hora  y después  sumergidos  durante  un  minuto 
en  caldo,  no  germina  éste. 

Cuchillos  sumergidos  en  solución  de  ferrocianuro  al 
1X200  durante  una  hora  y sumergidos  un  minuto  en  caldo, 
no  germina  éste. 
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De  lo  expuesto  podemos  deducir  que  los  cuchillos  llega- 
dos de  la  fábrica  y los  que  se  mantengan  en  cajas  que  no 
contengan  más  que  cuchillos  de  De  Graefe  ó lanceolares  des- 
tinados á la  extracción  de  la  catarata,  ó iridectomias  ú opera- 
ciones en  el  globo  del  ojo  no  infectado,  quedan  esterilizados 
con  sólo  frotarlos  con  un  algodón  esterilizado. 

Para  los  otros  instrumentos  que  se  usan  en  las  operacio- 
nes de  los  ojos  como  tijeras,  pinzas,  etc.,  etc.,  exigimos  los 
mismos  cuidados  que  para  los  de  Cirugía  en  general. 

La  esterilización  de  los  cuchillos  de  De  Graefe  y lanceo- 
lares  por  solo  el  frotamiento  de  la  hoja  con  un  algodón  sin 
necesidad  de  humedecerlos  y de  someterlos  á altas  tempera- 
turas estará  doblemente  garantizada  si  se  procura  tener  los 
instrumentos  de  uso  frecuente  en  las  estufas  de  formol  que 
tampoco  los  afectan  y por  sí  solos  son  suficientes  á asegurar 
la  esterilización  de  los  instrumentos,  sin  la  cual  cualquiera 
operación  puede  fracasar. 


LA  IRIDECTOMIA 


EN  LA  OPERACION  DE  LA  CATARATA 

POR  EL 

DH.  JUA/N  SA/NTOS  FER/NA/NBEZ 

( HABANA,  CUBA  ) 


No  he  de  hablar  de  las  razones  que  movieron  á De 
Grsefe  para  introducir  la  iridectomía  en  la  extracción  de  la 
catarata.  — Perseguía,  desde  luego,  la  fácil  salida  de  la  lente 
opoca,  sin  gran  queratotomía,  porque  se  concedía  entonces 
mucha  importancia  á la  unión  de  los  bordes  de  la  incisión  de 
la  córnea ; más  en  la  actualidad,  gracias  á la  antisepsia  y á 
la  anestesia  local,  la  queratotomía  puede  ser  tan  amplia  como 
se  quiera,  y la  iridectomía  desde  este  punto  de  vista  no  tiene 
razón  de  ser. 

Así  lo  han  entendido  los  modernos  cirujanos , excepción 
hecha  de  alguno  que  otro , refractario  á las  nuevas  corrientes 
ó sin  elementos  á pesar  de  su  deseo  de  hacer  la  mano  al  cam- 
bio de  procedimiento,  según  lo  demostramos  1 tiempo  atrás. 
Todos  convienen  en  la  excelencia  de  la  extracción  simple, 
como  método  operatorio  fácil  y casi  ideal. 

Ahora  bien  ; si  esto  es  evidente  respecto  de  la  operación, 
no  puede  decirse  otro  tanto  de  sus  consecuencias. 

En  la  Sección  de  Oftalmología  del  Segundo  Congreso 
Médico  Pan-Americano  2 nos  declaramos  partidarios  de  las 
queratotomías  no  periféricas,  de  las  que  se  alejasen  todo  lo 
posible  de  la  periferia  y se  acercasen  al  diámetro  transversal, 
con  el  fin  de  evitar  la  hernia  del  iris,  accidente  para  el  que 


1 De  la  evolución  en  la  extracción  de  la  catarata,  por  el  doctor  Juan  Santos 
Fernández. — Anales  de  Oftalmología  de  Madrid , 1894. 

2 Memorias  del  Segundo  Congreso  Médico  Pan- Americano.— México,  1896. 
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estamos  completamente  desarmados,  porque  no  sabemos  siem- 
pre á qué  obedece. 

Durante  algún  tiempo  practicamos  la  queratotomía  no 
periférica,  y ciertamente  evitábamos  la  hernia  siempre,  pero 
no  las  sineqnias  anteriores,  más  ó menos  extensas,  de  la  pe- 
riferia del  iris  ó del  borde  pupilar. 

No  estábamos  satisfechos  de  este  resultado,  que  si  no 
afectaba  notablemente  el  resultado  inmediato  de  la  operación, 
colocaba  el  ojo  en  condiciones  menos  fisiológicas  que  cuando 
no  existen  sinequias ; recordamos  y daremos  cuenta  más  ade- 
lante de  ello,  en  el  primer  enfermo  que  historiemos,  que, 
justamente,  practicamos  en  ambos  ojos  la  queratotomía  peri- 
férica apartándonos  de  nuestro  propósito  y sin  fundamento, 
porque  ni  quedaron  capas  corticales  por  extraer,  ni  había  ra- 
zones para  suponer  que  el  vitreo  estuviese  afectado,  ni  era  el 
enfermo  inquieto ; sobrevinieron  dos  hernias  voluminosas 
una  en  cada  ojo. 

Referiremos  á seguida  de  esta  observación  otra  de  un 
operado,  por  el  método  de  Graefe  en  un  ojo  y la  extracción 
simple  con  colgajo  periférico  en  el  otro,  3^  en  un  tercero  en 
que  practicamos  la  extracción  simple  é incisión  periférica  en 
ambos  y después  de  practicada  aquélla,  hicimos  la  iridecto- 
mía  en  uno  de  ellos  nada  más,  para  apreciar  después  el 
resultado. 


OBSERVACION  I 

El  Sr.  M.  de  cuarenticinco  años  de  edad,  fué  operado  de  catarata  por  extrac- 
ción combinada  con  iridectomía  en  Abril  de  1891  y poco  después,  de  discisión  de 
la  cápsula  por  catarata  secundada,  sin  novedad,  obteniendo  V=i  con  los  anteojos 
apropiados.  — En  Junio  del  siguiente  año  le  operamos  por  extracción  simple  el  ojo 
derecho,  sin  que  ocurriese  nada  digno  de  mencionarse.  — La  queratotomía  fué  pe- 
riférica. como  de  ordinario  se  hace  ; el  iris  se  recogió  una  vez  expulsada  la  lente 
opaca  y abundantes  capas  corticales,  hasta  quedar  limpia  la  pupila,  que  ocupó  su 
posición  fisiológica.  — Todo  hacía  esperar  un  resultado  perfecto  : pero  al  descubrir 
el  ojo  á las  veinticuatro  horas,  nos  sorprendió  encontrar  una  hernia  del  iris  que 
llegó  á tener  el  volumen  de  una  avellana. 

En  vez  de  escindirla,  nos  limitamos  á continuar  la  oclusión  largo  tiempo,  has- 
ta que  el  iris  se  fué  recogiendo  y desapareció  por  completo  el  abultamiento  de  la 
hernia.  — Cuando  le  dimos  de  alta,  ambos  ojos  estaban  iguales  y sólo  después  de 
un  examen  detenido,  pudiera  decirse  que  no  hubo  en  el  ojo  derecho,  no  iridecto- 
miado,  coloboma  superior. 

OBSERVACION  II 

El  Sr.  P.  M.  de  cincuenta  años  de  edad,  fué  operado  de  ambos  ojos  el  2 de 
Diciembre  de  1899. — Se  le  practicó  la  extracción  simple  déla  catarata,  primero 
del  derecho  y después  del  izquierdo;  la  queratotomía  fué  periférica  ; no  había  ca- 
pas corticales,  y terminada  la  expulsión  de  la  lente,  las  pupilas  recobraron  su  si- 
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tuación  fisiológica.  — El  enfermo  era  un  individuo  del  campo,  bien  constituido  y 
sumamente  apacible  ; el  acto  operatorio  y la  tranquilidad  del  enfermo  daban  dere- 
cho á esperar  una  rápida  curación  ; pero  no  fué  así.  — A las  treinta  y seis  horas, 
cuando  le  cambiamos  el  apósito,  advertimos  que  el  iris  se  había  herniado  en  am- 
bos ojos.  — La  hernia  del  izquierdo  era  mayor  que  la  del  derecho  ; pero  ambas 
pasaban  del  volumen  de  un  garbanzo. 

Escindimos  la  izquierda  y nos  limitamos  á practicar  la  compresión  en  el  ojo 
derecho,  obteniendo  en  éste  una  pupila  semejante  á la  que  deja  la  iridectomía  su- 
perior, y retardándose  más  de  dos  meses  la  cicatrización  en  el  izquierdo,  quedando 
muy  estrecha  la  pupila.  — El  derecho  alcanzó  V— 1;  el  izquierdo,  V=}£. 

OBSERVACION  III 

El  Sr.  C.  de  sesenta  años  de  edad,  bien  constituido,  fué  operado  en  ambos 
ojos  el  28  de  Octubre  de  1900. — Se  le  hizo  la  extracción  simple  en  ambos  ojos, 
primero  en  el  izquierdo,  después  en  el  derecho.  — En  ambos  ojos  la  operación  no 
ofreció  la  menor  dificultad. — No  había  capas  corticales,  ni  en  el  izquierdo,  cuya 
catarata  estaba  totalmente  opaca  y le  privó  de  la  vista  hacía  más  de  un  año,  ni  en 
el  derecho  del  que  dejó  de  ver  hacía  unos  cuatro  meses. — Laqueratotomía  fué  peri- 
férica en  ambos,  y la  pupila  recobró  su  posición  central ; pero,  aun  cuando  el  enfer- 
mo parecía  tranquilo,  como  no  le  sobraba  inteligencia,  y temiendo  la  hernia  del  iris, 
antes  de  aplicarle  el  apósito,  le  practiqué  una  iridectomía  en  el  el  derecho.  — Ocho 
días  después  daba  de  alta  al  operado  ; pero  el  ojo  izquierdo,  no  iridectomiado,  ofre- 
cía una  ligera  sinequia  anterior  periférica;  estaba  en  condiciones  fisiológicas,  pues, 
menos  favorables  que  el  iridectomiado. 


Estos  tres  casos,  tomados  entre  numerosos  en  que  ha 
podido  comprobarse  análogo  fenómeno,  responden  á la  afir- 
mación de  que  la  iridectomía,  siempre  que  sea  posible  hacer- 
la terminada  la  extracción  simple,  pone  á cubierto  de  la 
sinequia  anterior  ó la  hernia.  — Hemos  dicho,  siempre  que 
sea  posible,  porque  en  enfermos  indóciles,  una  vez  terminada 
la  extracción  simple,  si  se  intenta  cualquiera  otra  maniobra 
quirúrgica,  surge  con  frecuencia  el  prolapsus  del  vitreo,  que 
tan  graves  consecuencias  tiene. 

Sabemos  que  el  sabio  Dr.  De  Wecker  ha  sido  encargado 
de  informar  á la  Sociedad  Francesa  de  Oftalmología,  en  su 
reunión  de  Mayo  próximo  venidero  acerca  de  la  iridectomía, 
y á práctico  tan  consumado  no  se  le  ha  de  pasar  por  alto  el 
particular  que  á la  ligera  apuntamos  hoy. 


UN  CASO  DE  NEUROMA  DEL  NERVIQ  OPTICO 

POR  EL 

BK.  JORGE  L.  BEHOGÜES 

[habana,  cuba] 

Hará  próximamente  año  y medio,  tuve  oportunidad  de 
examinar  una  niña  de  unos  12  años  que  presentaba  una  no- 
table Exoftalmia  del  ojo  derecho,  que  databa  de  ocho  meses. 

Esta  exoftalmia  se  había  ido  manifestando  paulatina- 
mente, sin  ir  precedida  de  dolores. 

El  globo  ocular  se  encontraba  casi  fuera  de  la  cavidad 
orbitaria,  el  párpado  superior  apenas  recubría  la  parte  supe- 
rior de  la  córnea. 

La  exoftalmia  no  era  perfectamente  directa,  sino  algo 
oblicua  hácia  abajo  y afuera.  El  ojo  gozaba  de  cierta  movili- 
dad. Examinado  el  contorno  de  la  órbita  no  se  notaba  qne  es- 
tuviera afectado.  El  surco  órbito-palpebral  superior  se  había 
borrado,  y con  dificultad  se  podía  deprimir.  En  el  fondo  de 
este  surco  se  notaba  una  masa  dura  que  formaba  cuerpo  con 
el  ojo. 

Hecho  el  examen  oftalmoscópico  se  notó  atrofia  papilar 
con  vasos  adelgazados,  originada  probablemente  por  una  neu- 
ritis anterior.  La  agudeza  visual  era  =a  O. 

Indudablemente  se  trataba  de  un  tumor  del  nervio  ó de 
la  cavidad  orbitaria,  sin  poderse  precisar  su  naturaleza,  pues 
ningún  antecedente  familiar  ni  personal  podía  darnos  luz  en 
este  caso. 

La  niña  se  encontraba  bastante  bien  constituida. 

La  sífilis  hereditaria  no  entraba  en  causa,  pues  en  varios 
días  que  estuvo  sometida  á un  tratamiento  antisifilítico,  éste 
no  dio  resultado  alguno. 

En  estas  condiciones  se  propuso  la  operación.  Aceptada 
ésta,  se  llevó  á efecto,  practicando  la  enucleación  del  ojo  y 
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del  tumor.  Este  tenía  muy  pocas  adherencias  con  los  tejidos 
vecinos,  así  es  que  la  operación  fue  relativamente  fácil.  En  vista 
de  que  el  tumor  formaba  parte  del  ojo  y del  resto  del  tejido 
que  lo  rodeaba  y que  las  paredes  orbitarias  estaban  sanas  nos 
limitamos  á resecar  los  músculos  y porción  anterior  de  la 
cápsula  de  Tenon  y cerramos  la  herida  conjuntival  con  una 
sutura  en  bolsa  como  se  practica  habitualmente. 

La  herida  conjuntival  cicatrizó  por  primera  intención  y 
al  sexto  día  se  retiraron  los  puntos  de  sutura.  Sólo  persistió 
un  equimosis  palpebral,  resultado  de  la  presión  ejercida  por 
el  elevador  de  Desmarres  aplicado  por  un  ayudante. 

Los  caracteres  macroscópicos  del  tumor  eran  los  siguien- 
tes: consistencia  más  bien  blanda,  el  tumor  es  alargado  en  el 
sentido  an  tero-posterior,  circular  ó mejor  dicho  cilindrico,  ro- 
dea el  polo  posterior  del  ojo,  de  una  longitud  antero-posterior 
de  unos  3 centímetros,  su  circunferencia  en  la  parte  más  grue- 
sa mide  unos  iy2  centímetros  y su  diámetro  vertical  es  de  4^ 
centímetros.  Es  pues  un  tumor  voluminoso.  De  color  blan- 
quizco, rodeado  de  grasa  de  la  órbita  adherida  á él. 

Enviado  el  tumor  al  Laboratorio  del  Dr.  Nicolás  Carba- 
11o  Gutierrez  para  practicar  el  análisis  histológico,  ved  aquí 
el  informe  que  dicho  Dr.  Carballo  ha  tenido  la  atención  de 
mandarme: 

“Haciendo  un  corte  antero-posterior  en  la  masa  neoplá- 
sica,  se  observa  un  tejido  blando,  granugiento  y de  color 
blanco,  que  se  destruye  con  facilidad.  Hemos  buscado  en  to- 
do el  tumor  huellas  del  nervio  sin  resultado  alguno,  obser- 
vándose sólo  una  masa  homogénea  como  acabamos  de  relatar. 
El  ojo  está  retraído  por  la  acción  del  alcohol  donde  ha  sido 
conservada  la  pieza  algún  tiempo.  Por  último,  existe  un  poco 
de  tejido  célulo-grasoso  alrededor,  pero  no  es  más  que  el 
adiposo  orbitario  que  rodea  al  órgano  y que  le  sirve  fisiológi- 
camente de  protección. 

Hemos  tomado  un  pequeño  fragmento  del  tumor  que  ha 
sido  indurado  en  el  líquido  de  “Müller”  durante  unas  dos 
semanas,  terminando  dicha  induración  por  la  goma  y el 
alcohol  absoluto.  Los  cortes  que  hemos  practicado  se  desga- 
rraban con  facilidad  dificultando  bastante  las  manipulaciones 
de  la  técnica;  las  preparaciones  han  sido  conservadas  en  el 
bálsamo  de  “Canadá”  y teñidas  á doble  coloración  (eosina  y 
hematoxilina). 
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Con  una  amplificación  de  140  á 390  diámetros,  observa- 
mos un  tejido  fibrilar  sumamente  fino  pero  muy  compacto  y 
teñido  en  rosa  por  la  eosina,  el  que  forma  hacecillos  que  se 
encuentran  diseminados  en  la  preparación  en  diferentes  di- 
recciones á manera  de  una  inextrincable  redecilla;  con  esto 
contrasta  el  número  de  elementos  celulares  nucleados  y con 
protoplasma  granulosos  esparcidos  por  donde  quiera  y teñi- 
dos á la  hematoxilina,  conservando  muchos  de  ellos  regula- 
ridad en  la  dirección  de  la  superficie  de  las  fibrillas  y como 
si  estuviesen  adheridos  á las  mismas,  fibras  que  tienen  la 
propiedad  de  dividirse  y anastomosarse  entre  sí  llegando  á 
formar  un  verdadero  plexo.  Muchas  de  ellas  sufren  una  de- 
generación granulo-grasosa,  viéndose  en  medio  de  los  ele- 
mentos del  tumor  algunas  regiones  que  presentan  lagunas 
de  una  materia  granulosa  tillándose  débilmente  en  rosa  pá- 
lido y que  al  tomar  tan  mal  la  coloración,  se  comprende  que 
es  la  grasa  resultado  de  la  degeneración  y en  medio  de  la 
cual  se  ven  los  elementos  protoplasmáticos  en  libertad;  esto 
nos  esplica  la  fragilidad  y blandura  que  encontrábamos  al 
practicar  nuestras  manipulaciones  y á las  que  ya  hemos  he- 
cho referencia. 

Por  consiguiente,  con  estos  datos,  diagnostico  en  el  pre- 
sente caso  un  Neuroma  fasciculado  amielínico , compuesto  úni- 
camente de  fibras  nerviosas  de  Remak,  y que  se  encuentra  en 
degeneración  granulo-grasosa  en  algunas  partes;  neoplasia 
que  se  ha  desarrollado  á expensas  y en  el  trayecto  del  ner- 
vio óptico,  y que  ha  llegado  hasta  ponerse  en  contacto  con  la 
esclerótica,  puesto  que  en  los  límites  del  tumor  se  descubre 
al  microscopio  la  extructura  propia  de  este  tejido. 

Dicen  Cornil  y Ranvier,  que  estas  variedades  de  neuro- 
mas no  son  fáciles  de  estudiar  y determinar;  ellos  creen  que 
es  difícil  disociar  las  fibras  de  Remak  cuando  están  mezcla- 
das con  tejidos  fibrosos  resistentes;  sin  embargo,  en  nuestro 
caso,  aunque  encontramos  algunas  fibrillas  de  tejido  conjun- 
tivo, éstas  se  hallan  en  corto  número  y las  fibras  nerviosas  se 
ven  en  algunos  puntos  lo  suficientemente  aisladas  para  diag- 
nosticarse, á pesar  de  que  para  asegurarnos  he  procedido  á 
la  disociación  en  el  microscopio  simple,  lo  que  ha  confirma- 
do mis  sospechas.” 

Del  detallado  examen  histológico  practicado  por  el  com- 
petente histólogo  Dr.  Carballo,  se  desprende  claramente  lo 


difícil  que  ha  sido  para  éste  llegar  al  diagnóstico  de  Neuro- 
ma de  la  variedad  fasciculado  amielínico.  Creo  que  la  presen- 
cia de  fibras  nerviosas  de  Remak  en  el  tumor  justifica  el 
diagnóstico. 

El  caso  que  acabo  de  relatar  es  raro;  los  tumores  del 
nervio  óptico  no  son  frecuentes,  y los  neuromas  lo  son  mucho 
menos.  Hasta  ahora  no  se  conocen  en  la  ciencia  más  que  tres 
casos. 

El  Profesor  Panas  cita  el  caso  de  Pearls,  de  un  neuro- 
ma del  nervio  óptico. 

Los  Sres.  Ninier  3^  Despagnet,  en  el  capítulo  de  su  obra 
referente  á Tumores  del  nervio  óptico,  citan  tres  casos  toma- 
dos de  la  estadística  del  Dr.  Jocs. 

Para  Fuchs,  de  Viena,  el  neuroma  no  existe  en  el  nervio 
óptico,  pero  no  dice  en  qué  funda  tal  aseveración. 

El  Dr.  Cárlos  E.  Finlay,  ha  publicado  en  los  Archivos 
de  Oftalmología  de  Knapp,  un  trabajo  de  recopilación,  en  for- 
ma tabular,  de  tumores  del  nervio  óptico,  y de  117  casos,  só- 
lo cita  tres  de  neuroma  de  nervio  óptico. 

Uno  es  el  de  Liddell,  1 en  el  cual  no  se  practicó  examen 
histológico.  Después  de  14  meses  no  hubo  reproducción. 

Otro  es  el  de  Aron  Heyman  2 en  el  que  tampoco  se  hi- 
zo examen  histológico. 

El  tercero  es  el  de  Perls  3 ya  citado  por  Panas.  En  este 
caso  tampoco  se  hace  mención  del  examen  histológico. 

En  su  tabla,  el  Dr.  Finlay  le  coloca  una  interrogación, 
con  lo  cual  se  deduce  que  á ejemplo  de  Fuchs  tampoco  ad- 
mite el  verdadero  neuroma.  Pero  hay  que  notar  que  en  todos 
ellos  falta  la  base  científica  para  establecer  el  diagnóstico  de 
las  neoplasias.  El  examen  histológico  es  el  único  medio  se- 
guro de  que  disponemos  para  averiguar  la  naturaleza  de  un 
tumor.  Se  podrá  presumir  ésta  cuando  haya  otros,  signos  que 
hagan  sospechar  la  malignidad  de  la  neoplasia. 

En  nuestro  caso  el  diagnóstico  ha  sido  hecho  a posteriori , 
sólo  pudimos  presumir  que  se  trataba  de  un  tumor  del  ner- 
vio óptico,  ayudado  por  los  datos  clínicos. 

El  origen  de  las  neuromas,  generalmente  es  traumático, 
sin  embargo  de  que  los  hay  espontáneos  y congénitos.  En  el 

1 Liddell.  N.  York  Med.  Journ,  1866. 

2 Aron  Heyman. — De  neuromate  nervi  optici. — Berlín  1872. 

3 Perls  Loch, — Arch.  f.  Opthh.— XIX— 2— 287— 1837. 
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caso  de  Peris,  se  invoca  un  traumatismo  sufrido  2 años  antes 
de  aparecer  el  tumor;  en  nuestro  caso,  no  ha  habido  trauma- 
tismo. ¿Es  espontáneo  ó congénito?  Dudoso  me  parece  lo 
primero  por  cuanto  que  no  hay  en  otros  nervios  signos  que 
nos  permitan  afirmarlo.  Yo  me  inclino  á creer  que  sea  de  ori- 
gen congénito,  pero  también  declaro  que  no  es  más  que  una 
presunción,  un  punto  de  vista  particular,  sin  poder  asegurar 
cuál  puede  haber  sido  el  origen  de  la  neoplasia. 

Los  neuromas  en  general  parecen  ser  tumores  de  carác- 
ter benigno  y de  difícil  reproducción.  Así  es  que  en  los  del 
nervio  óptico  en  particular,  se  observa  algo  parecido.  En  el 
caso  de  Liddell  no  ha  habido  reproducción  después  de  14  me- 
ses; en  el  nuestro  no  se  ha  efectuado  después  de  18  meses,  y 
se  encuentra  en  la  edad  más  propicia  para  los  tumores  del 
nervio  óptico,  ó sea  por  debajo  de  20  años  de  edad. 

Registrando  la  literatura  médica  cubana  no  he  encontra- 
do ningún  caso. 

Dada  la  importancia  que  ofrece  el  caso  que  tengo  la 
honra  de  comunicar  á los  Sres.  Congresistas,  sólo  me  resta 
dar  las  más  expresivas  gracias  al  compañero  Dr.  Carballo, 
por  su  valiosa  colaboración. 


ANEURISMA  ARTERIO=VENOSO 

POR 

RUPTURA  DE  LA  CAROTIDA  INTERNA  EN  EL  SENO  CAVERNOSO 

BREVES  CONSIDERACIONES 
SOBRE  SUS  CAUSAS,  EVOLUCION,  DIAGNOSTICO  Y TRATAMIENTO 
POR  Eb 

OR.  LOUIS  H.  D EB  Ay  LE 

( DE  NICARAGUA  ) 

He  creído  oportuno  presentar  ante  esta  ilustrada  asam- 
blea algunas  breves  observaciones  acerca  del  aneurisma  arte- 
rio-venoso  consecutivo  á la  ruptura  de  la  carótida  interna  en 
el  seno  cavernoso,  por  no  ser  este  un  caso  común;  por  haber 
tenido  la  oportunidad  de  seguirlo  en  su  evolución  sintomáti- 
ca; por  el  éxito  obtenido  con  la  ligadura  de  la  carótida  primi- 
tiva y por  la  posibilidad  de  presentar  también  un  estudio  aná- 
tomo-patológico  á causa  de  la  muerte  accidental  de  la  paciente, 
debida  á la  formación  y ruptura  de  un  nuevo  aneurisma  en 
la  carótida  izquierda,  no  lejos  del  cayado  de  la  aorta. 

Me  permitiré  recordar  sumariamente  algunas  nociones 
clásicas  que  os  son  bien  conocidas,  pero  que  pueden  servirme 
para  poner  de  manifiesto  algunos  de  los  puntos  que  juzgo  in- 
teresantes. 

Formado  como  los  otros  senos  de  la  dura  madre  por  un 
desdoblamiento  de  ésta,  el  seno  cavernoso  está  situado  sobre 
los  lados  de  la  silla  turca,  comunicando  atrás  con  los  senos  pe- 
trosos superior  é inferior  y con  el  seno  occipital  transverso, 
hacia  dentro  con  el  seno  coronario,  y recibiendo  en  su  parte 
anterior  la  vena  oftálmica,  formada  por  la  confluencia  de  los 
diversos  ramos  venosos  de  la  órbita  y del  globo  ocular.  Su  for- 
ma, triaungular  perceptible  en  un  corte  transversal  y vertical, 
permite  observar  mejor  su  pared  interna  doblada  de  una  lige- 
ra capa  ósea  que  la  separa  del  seno  esfenoidal,  su  pared  supe- 
rior que  contribuye  á envolver  el  cuerpo  pituitario,  y su  pa- 
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red  externa  que  contiene  los  nervios  patéticos,  rama  oftálmica 
de  Willis,  motor  ocular  común  y motor  ocular  externo.  En 
el  interior  del  seno  se  encuentra  la  carótida  interna  con  su 
flexuosidad  propia  y los  ramúsculos  que  envía  al  cuerpo  pi- 
tuitario, bañada  por  la  sangre  venosa  de  dicho  seno  y doblada 
por  la  túnica  interna  del  mismo. 

Esta  disposición  anatómica  que  me  he  permitido  reme- 
morar, explica  claramente:  Primero:  La  posibilidad  de  rup- 
tura de  la  carótida  y la  formación  en  el  seno  cavernoso  del 
aneurisma  arterio-venoso.  Segundo:  El  aumento  considera- 
ble de  presión  sanguínea  en  ese  punto.  Tercero:  El  exceso 
de  presión  en  la  vena  oftálmica,  la  resistencia  á la  circulación 
y la  dilatación  de  la  misma  vena  y de  sus  diversos  ramos  de 
origen  al  grado  de  producir  la  extraordinaria  exoftalmia  y las 
pulsaciones  del  tumor  orbitario  así  formado. 

Entre  los  tumores  vasculares  de  la  órbita,  los  tumores 
pulsátiles,  pulserender  Exofthalmus  de  los  alemanes,  han  sido 
objeto  de  estudio  y de  interpretaciones  diversas  por  los  autores. 

Travers  da  á conocer  el  primer  caso  de  tumor  púlsate, 
con  el  nombre  de  aneurisma  por  anastomosis  (Medico  Shirurg 
transaccions  1813 — 111  P 1).  Después  varios  cirujanos  de  Eu- 
ropa y América  señalaron  algunos  casos  aislados.  Trataron  la 
cuestión  en  su  conjunto,  entre  otros,  Demarquay  (1853);  Nu- 
meley  (1859);  Delengs  (1870);  Tenier  (1871);  Satteler  (Leip- 
zig); Roberto  Satler  (1885);  Le  Fert  y de  Wecker  en  época 
más  reciente. 

Pero  la  ruptura  de  la  carótida  primitiva  en  el  seno  fué  in- 
dicada la  primera  vez  por  Baron  (1835)  siendo  Nelaton  quien 
tuvo  el  mérito  de  ser  el  primero  en  diagnosticar  este  aneuris- 
ma en  el  vivo,  y de  tener  la  confirmación  de  su  diagnóstico 
en  la  autopsia  en  1855.  El  segundo  caso  de  Nelaton  fué  ob- 
servado en  1865.  En  ambos  casos  la  ruptura  fué  el  resultado 
de  un  traumatismo.  En  el  segundo  fué  practicada  la  ligadu- 
ra de  la  carótida  primitiva  sin  éxito  alguno. 

Después  de  los  casos  notables  de  Nelaton,  la  atención  del 
público  médico  fué  llamada  acerca  de  tan  rara  cuanto  intere- 
sante lesión,  yDelens  en  su  tesis  trata  de  explicar  por  la  rup- 
tura de  la  carótida  en  el  seno,  muchos  de  los  casos  de  tumo- 
res vasculares  ó aneurismas  cirsóideos  tomados  como  aneuris- 
mas verdaderos  de  la  arteria  aftálmica.  Aun  en  el  caso  de 


1 Abadie. — Maladies  des  yens. — Paris  1896. 
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Bouman  (1859)  en  que  este  autor  practicó  sin  éxito  la  liga- 
dura y no  señala  al  describir  la  autopsia  lesión  marcada  déla 
carótida  interna,  sino  una  dilatación  de  la  vena  oftálmica,  es 
juzgado  por  Abadie  como  un  caso  de  aneurisma  arterio-veno- 
so  en  que  no  se  pudo  percibir  la  lesión  arterial. 

En  las  observaciones  de  Leber  y Piequé  se  describe  tam- 
bién la  ruptura  de  la  carótida  en  el  seno;  pero  no  todos  los 
casos  relatados  como  tales  lian  sido  diagnosticados  en  vida  ni 
tampoco  se  lian  descrito  después  de  la  muerte  con  la  debida 
minuciosidad,  sino  que  lian  sembrado  la  duda  en  el  espíritu 
de  algunos  observadores  en  lo  tocante  á la  ruptura  de  la  an- 
terior. Así  se  comprende  cómo  autores  de  mérito  sostengan  ó 
hayan  sostenido  otras  teorías  para  explicar  la  producción  de 
los  tumores  pulsátiles  de  la  órbita. 

Carrón  du  Villars,  Guthrie,  Girandet,  han  defendido  la 
teoría  arterial  explicando  estos  tumores  por  la  dilatación  y 
aneurisma  de  la  arteria  oftálmica. 

Nummeley,  Auby,  de  Wecker,  dan  razones  en  favor  de  la 
teoría  venosa  defendida  por  Dumey  en  su  tesis  sobre  “tumo- 
res pulsátiles  de  la  órbita  por  dilatación  venosa”  y áesta  mis- 
ma opinión  presta  Terrier  el  apoyo  de  su  autoridad. 

La  divergencia  de  opiniones  nacerá  á nuestro  humilde 
juicio  de  que  pueden  existir  casos  de  diferente  origen  y sobre 
todo  de  que  no  en  todas  las  observaciones  se  examinó  con  el 
debido  cuidado  el  estado  de  la  pared  arterial.  Creemos,  pues, 
deducir  justamente  con  Sclilafka,  quien  ha  hecho  minucioso 
análisis  de  varios  de  estos  casos  relatados,  que  es  probable 
que  la  mayor  parte  de  los  tumores  pulsátiles,  sean  produci- 
dos por  el  aneurisma  á que  nos  referimos. 

Por  este  motivo,  la  observación  que  presentamos,  en  la 
que  pudo  seguirse  paso  á paso  la  evolución  de  la  enfermedad 
y su  término,  nos  ha  parecido  interesante  3^  propio  para  dejar 
en  el  espíritu  un  dato  exacto  que  contribuya  á afianzar  la 
convicción  respecto  á la  patogenia  discutida. 

CAUSAS 

Más  frecuente  en  el  hombre  el  aneurisma  arterio-veuoso. 
puede  ser  el  resultado  directo  ó indirecto  de  un  traumatismo 
(fractura  de  la  base  del  cráneo,  lesión  directa,  como  un  bala- 
zo, etc.)  ó producirse  espontáneamente  á consecuencia  de  un 
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exceso  de  presión  arterial.  (Delens).  Mas  los  casos  llamados 
espontáneos,  son  generalmente  aquellos  en  que  existe  una 
lesión  arterial,  (ateroma  por  ejemplo)  á la  cual  viene  á agre- 
garse un  esfuerzo  violento,  vómito,  etc. 

Tal  es  nuestra  observación  primera,  en  la  cual  existían 
lesiones  de  arteritis  de  sumo  interés,  puestas  en  evidencia 
por  el  exámen  microscópico. 

SINTOMAS 

El  principio  es  generalmente  brusco.  Sin  embargo,  las 
condiciones  anatómicas  del  seno  por  una  parte,  y por  otra  las 
lesiones  de  la  arteria,  según  su  origen,  explican  algunos  sig- 
nos precursores,  como  son  vagos  dolores  de  cabeza,  mareos, 
dolores  periorbitarios,  midriasis,  disminución  de  la  agudeza 
visual,  ambliopia,  paresias  musculares  u oftalmoplégicas, 
particularmente  la  ptosis,  como  el  caso  á que  nos  referimos, 
ptosis  que  precedió  de  muchos  días  la  aparición  á los  otros 
signos  del  aneurisma. 

Aunque  algunos  autores  afirman  que  los  signos  del  tu- 
mor se  presentan  lentamente,  esto  lo  juzgamos  como  escep- 
cional.  La  ruptura,  sea  espontánea  ó traumática,  se  produce 
bruscamente  y los  signos  del  tumor  aparecen  con  rapidez. 

Los  signos  orbitarios  que  primero  se  presentan  en  los 
casos  de  ruptura  que  no  es  ocasionada  por  traumatismo,  son 
particularmente  el  entorpecimiento  de  la  articulación  que  se 
acentúa  poco  á poco  en  los  tejidos  perioculares,  en  la  conjun- 
tiva y en  seguida  el  quémosis.  El  globo  ocular  pierde  su 
movilidad,  hay  propulsión  marcada  y luego  se  presentan  las 
pulsaciones  y el  soplo  característico. 

La  vista  puede  estar  alterada  desde  el  principio,  mas 
esta  alteración  aparece  generalmente  hasta  que  la  compresión 
retro-bulbar  producida  por  la  sangre,  que  no  puede  circular 
en  la  vena  oftálmica,  ha  lesionado  las  partes  profundas  del 
ojo,  como  lo  demuestra  la  proporción  de  casos  sin  alteración 
de  la  vista  que  están  señalados;  la  midriasis  es  constante;  la 
córnea  permanece  intacta  largo  tiempo;  á los  dolores  vagos 
del  principio  suceden  dolores  agudos,  violentas  crisis  que  im- 
piden el  sueño  y el  descanso. 

A la  congestión  inicial  de  la  conjuntiva,  sucede  un  qué- 
mosis considerable  hasta  el  punto  de  voltear  el  párpado  infe- 
rior, que  se  cubre  por  el  venugón  conjuntivo. 
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La  exoftalmia  pronunciada  es  el  síntoma  principal  en 
esta  afección  unilateral;  poca  al  principio  llega  á veces  á un 
grado  extremado.  El  ojo,  cuya  pupila  inmóvil  está  desviada 
hacia  abajo  y afuera,  parece  salir  de  la  órbita,  mal  cubierto 
por  los  párpados  congestionados,  algo  amoratados  ó surcados 
por  venas  flexuosas. 

Esta  exoftalmia  pronunciada  típica  de  los  tumores  vas- 
culares, es  diferente  de  la  del  bocio  oftálmico  en  que  el  globo 
se  mueve  y de  la  exoftalmia  parcial  ó menos  pronunciada  pro- 
ducida por  otros  tumores  intraorbitarios.  A veces  la  vena 
oftálmica  dilatada  se  percibe  bajo  la  forma  de  un  tumor  fluc- 
túan te,  reductible  y pursátil  en  el  ángulo  interno  del  ojo. 

Las  pulsaciones  que  se  observan  en  el  globo  ocular  com- 
pletan el  cuadro  sintomático.  Poco  apreciables  á veces,  sobre 
todo  al  principio,  se  acentúan  más  y más  al  punto  de  ser  no 
sólo  sentidas  por  la  palpación,  sino  fácilmente  visibles.  Sus 
principales  caracteres  son:  isocronismo  con  la  sístole  cardiaca 
á fácil  modificación  que  puede  imprimírseles  por  la  compre- 
sión de  la  carótida  correspondiente. 

La  auscultación  revela  un  ruido  de  soplo  continuo  con 
refuerzo  y á veces  se  percibe  el  thrill  característico. 

Sin  embargo,  así  como  las  pulsaciones  pueden  ser  poco 
acentuadas  durante  mucho  tiempo,  así  los  soplos  pueden  no 
ser  observados  sino  cuando  el  caso  está  adelantado,  no  obs- 
tante que  se  trata  de  un  aneurisma  arterio-venoso.  Esto  de- 
pende, á nuestro  juicio,  de  la  resistencia  de  los  tejidos  intra- 
orbitarios y de  las  condiciones  de  estrechez  ó dilatación  del 
orificio  de  comunicación  de  la  vena  oftálmica  con  el  seno 
(Obs.  I). 

Este  signo,  juzgado  con  razón  como  característico  en  la 
generalidad  de  los  casos,  importa,  pues,  no  considerarlo  como 
patognomónico  del  aneurisma  arterio-venoso.  La  intermitencia 
del  soplo,  sería,  según  los  observadores,  característica  del 
aneurisma  de  la  arteria  oftálmica,  y es,  según  Nelaton,  un  sig- 
no diferencial  de  suma  importancia. 

EVOLUCION  Y TÉRMINO 

La  evolución  de  los  aneurismas  arterio-venosos  de  origen 
traumático,  puede  ser  lenta,  según  las  condiciones  del  trau- 
matismo. 
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Generalmente  es  rápida  la  marcha  de  las  rupturas.  En 
efecto,  por  pequeña  que  sea  la  ruptura  de  una  arteria  comun- 
mente ateromatosa,  la  ruptura  se  acentúa  en  breve  tiempo,  se 
dilatan  más  ó menos  sus  paredes,  la  presión  aumenta  en  el 
seno,  la  sangre  regurgita  en  la  vena  oftálmica  y se  presentan 
los  primeros  fenómenos  de  compresión  seguidos  de  los  de 
mortificación  del  globo  ocular. 

La  duración  es  corta  aunque  es  difícil  precisarla  con 
exactitud. 

La  muerte  puede  sobrevenir  por  hemorragia  nasal  (rup- 
tura del  aneurisma  en  el  seno  esferoidal)  por  hemorragia 
externa  y ruptura  después  de  mortificación  del  globo  ocular 
y quizás  también  por  rasgadura  de  la  dura  madre,  aunque  á 
este  respecto  no  se  cita  un  caso  preciso  y bien  observado. 

La  curación  espontánea  de  que  habla  la  observación  de 
Fayet,  nos  parece  una  verdadera  rareza,  máxime  si  se  trata 
de  los  casos  no  traumáticos. 

ANATOMIA  PATOLÓGICA 

Al  abrir  el  cráneo  y después  de  haber  separado  el  encé- 
falo, es  fácil  percibir  el  seno  cavernoso  que  se  presenta  dila- 
tado (como  se  vé  claramente  en  nuestra  figura  número  2); 
forma  un  tumor  ovoideo,  de  volumen  variable,  que  puede  lle- 
gar hasta  el  de  una  nuez  y que  contrasta  con  el  aspecto  nor- 
mal del  seno  del  lado  opuesto,  cuando  como  en  el  caso 
frecuente  la  lesión  es  unilateral.  Pueden  existir,  además,  di- 
lataciones de  los  senos  petrosos.  Si  la  ruptura  es  el  resnltado 
de  un  traumatismo,  se  observan  las  lesiones  producidas  por 
éste;  37a  sea  la  fractura  de  la  base  del  cráneo,  pasando  á veces 
por  la  apófisis  basilar;  ya  sea  la  perforación  de  la  pared  de  la 
órbita,  como  en  el  caso  de  Nelaton;  perforación  casi  imper- 
ceptible en  caso  de  lesión  por  granos  de  plomo;  ya  las  esquir- 
las ó cuerpos  extraños  que  pudieran  dañar  la  arteria. 

Al  seccionar  la  dura  madre,  se  penetra  en  la  cavidad  del 
seno  llena  por  un  coágulo  de  formación  más  ó menos  recien- 
te; según  que  la  autopsia  siga  de  cerca  la  producción  del 
aneurisma  y según  que  éste  haya  sido  curado  ó no  por  la  in- 
tervención terapéutica,  como  aconteció  en  el  caso  de  nuestra 
Observación  núm.  1.  El  coágulo  es  entonces  duro,  estratifi- 
cado, organizado,  de  formación  antigua. 
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La  arteria  carótida  interna,  se  presenta  con  sus  altera- 
ciones correspondientes  en  medio  de  la  sangre  coagulada  en 
en  el  seno.  A veces  se  nota  una  ligera  ruptura  apenas  per- 
ceptible (casos  traumáticos),  á veces  la  ruptura  es  tal,  que  la 
arteria  casi  desaparece;  sus  paredes  que  estaban  alteradas  y 
dilatadas  en  forma  de  aneurisma,  quedan  reducidas  á una  sim- 
ple lámina  delgada  (Obs.  n9  1)  casi  imperceptible  y perdidas 
entre  el  coagulo  organizado  de  que  hablamos.  Se  hace  difícil 
encontrar  y restablecer  la  dirección  y los  puntos  de  contacto 
y salida  de  dicha  arteria. 

Bn  nuestra  observación  la  arteria  empezó  por  dilatarse, 
su  pared  se  alteró  más  y más  y la  ampolla  aneurismática  así 
formada,  se  rompió  al  favor  de  un  esfuerzo  de  vómito. 

LESIONES  HISTOLÓGICAS 

Existen  lesiones  de  la  arteria  que  se  revelan  al  examen 
microscópico  en  los  casos  en  que  se  trata  de  ruptura  no  trau- 
mática. 

Unas  veces  son  las  lesiones  típicas  del  ateroma  las  que 
dominan;  otras  se  trata  de  una  endarteritis  consecutiva  á la 
arterio-esclerosis,  ó á la  sífilis;  otras  veces  el  corte  de  las  pa- 
redes arteriales  en  la  parte  que  queda,  presentan  como  en  el 
caso  que  estudiamos  las  lesiones  histológicas  que  indican  una 
endarteritis  especial,  cu3^os  caracteres  no  corresponden  ni  á 
la  arteritis  sifilítica  ni  al  ateroma,  y tienen  muchos  puntos 
de  contacto  con  la  endarteritis  de  la  arterio-esclerosis.  En 
efecto,  las  alteraciones  que  hemos  podido  estudiar  en  varies 
cortes  en  preparaciones  hechas  con  el  mayor  cuidado  (pa- 
ra las  cuales  nos  prestó  su  importante  cooperación,  nuestro 
amigo  el  distinguido  micrógrafo  Dr.  Browne  Webber)  son 
alteraciones  de  la  pared  arterial,  con  lesiones  que  intere- 
san especialmente  la  túnica  interna,  produciendo  una  neofor- 
mación  en  esta  capa  con  modificación  manifiesta  de  la  capa 
epitelial.  La  preparación  que  aquí  presento,  muestra  mejor  que 
cualquiera  descripción  estas  lesiones.  En  algunos  puntos,  como 
puede  verse  en  ella,  las  células  jóvenes,  de  nueva  formación, 
son  tan  abundantes  que  el  corte  perpendicular  permite  ver 
triplicado  el  espesor  normal  de  la  túnica  interna,  túnica  que 
presenta  la  inflamación  que  Hunter  llama  adhesiva  y que  los 
modernos  con  Lancereaux  denominan  más  propiamente  pro 
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lifer  at  ¿va.  Según  las  ideas  de  este  eminente  clínico  y anato- 
mo-patologista,  las  lesiones  de  la  túnica  externa  son  las  que 
sobre  todo  y de  acuerdo  con  los  antecedentes  morbosos  del 
enfermo,  caracterizan  las  lesiones  de  arteritis  circunscrita 
obliterante  y aneurismática  de  origen  sifilítico  ó tuberculoso. 
Las  lesiones  de  la  túnica  interna  se  presentan  de  preferencia 
en  la  endarteritis  de  la  arterio-eslerosis  generalizada,  que  es 
la  consecuencia  del  artritismo  ó herpetismo  (Lanceraux),1  pero 
es  de  notar  según  este  mismo  autor,  que  este  tipo  de  altera- 
ción arterial  presenta  poca  tendencia  á la  producción  de  los 
aneurismas. 

En  cambio  la  arteritis  palúdica,  aunque  principia  por  la 
capa  externa,  presenta  placas  de  endarteritis,  principalmente 
en  los  vasos  de  calibre  grueso  y tiene  tendencia  á la  produc- 
ción de  los  aneurismas. 

Las  lesiones  estudiadas  en  las  arterias  de  la  paciente  de 
que  trata  ilustra  observación  ¿á  qué  categoría  pertenecen? 

A juzgar  por  el  predominio  de  las  alteraciones  de  la  tú- 
nica interna,  la  lesión  tiene  puntos  de  contacto  y de  analogía 
con  la  endarteritis  de  la  arterio-esclerosis;  pero  la  tendencia 
á la  formación  de  los  aneurismas,  tan  marcada  en  la  enferma 
á que  aludimos,  tendencia  que  dio  por  resultado  la  formación 
del  segundo  aneurisma  que  ocasionó  la  muerte,  no  es  del  ca- 
rácter propio  de  la  arterio-esclerosis. 

La  arteritis  sifilítica  es  circunscrita;  las  lesiones  de  la 
túnica  externa  son  constantes,  aparecen  en  primer  término  y 
predominan  sobre  las  otras.  Aquí  no  existe  ninguno  de  esos 
caracteres  y además  los  antecedentes  personales  de  la  enfer- 
ma, persona  recatada,  de  vida  ejemplar,  han  podido  investi- 
garse con  toda  la  minuciosidad  que  es  de  desearse  y ni  anam- 
nesia, ni  lesiones,  nada  permite  sospechar  la  sífilis  adquirida. 
No  existe  tampoco  tuberculosis.  El  único  antecedente  morbo- 
so digno  de  notarse  es  el  paludismo,  confirmado  en  varias 
épocas  por  diversos  antecedentes  agudos,  por  la  eficacia  del 
tratamiento  antimalárico  y por  el  examen  de  la  sangre  hecho 
en  varias  circunstancias  y poco  antes  de  la  muerte.  Siempre 
pudo  demostrarse  la  existencia  del  hematozoario  de  Laveran 
(formas  en  media  luna,  formas  redondas  con  granulos  de 
pigmento,  etc.). 

1.  Lancereaux.  Lecons  de  clinique  médicale.  París  1894.  Atlas  de  Ancitomie 
Palhológique. 
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La  arteritis  palúdica  señalada  por  Lancereaux,  circuns- 
crita, presenta  placas  de  endarteritis;  pero  la  túnica  externa 
es  la  primera  en  alterarse.  Sin  embargo,  en  el  caso  á que  alu- 
dimos, aunque  las  lesiones  de  la  túnica  externa  no  sean  bien 
marcadas,  no  vemos  por  qué  no  pueda  atribuirse  al  paludis- 
mo, como  se  puede  atribuir  á la  sífilis,  el  proceso  de  prolife- 
ración y endarteritis  observado,  tanto  más  que  tenemos  en 
nuestro  apoyo  el  hecho  clínico  admitido  también  por  Lance- 
reaux, de  la  tendencia  á la  formación  de  los  aneurismas  en 
las  arteritis  palúdicas,  en  contra  de  lo  que  pasa  generalmen- 
te en  la  arterio-esclerosis.  No  vemos  por  ilógica  la  hipótesis 
de  una  endarteritis  palúlica  circunscrita  á varios  puntos  del 
sistema  arterial,  produciendo  los  aneurismas  de  nuestra  en- 
ferma y con  lesiones  menos  marcadas  ó que  no  nos  fué  dado 
percibir  en  la  túnica  externa. 

Algunos  autores  señalan  además  de  las  alteraciones  de 
las  paredes  del  seno  debida  á su  dilatación  por  la  presión  san- 
guínea, alteraciones  y compresiones  de  los  nervios  (lo  cual 
explica  las  oftalmoplegias)  y á veces  las  ptosis  del  cráneo. 

Las  alteraciones  de  la  órbita  son  interesantes.  Al  princi- 
pio parece  un  verdadero  hematoma  que  denota  la  cavidad  or- 
bitaria, todos  los  tejidos  presentan  la  congestión  y extrava- 
saciones sanguíneas  consecutivas  al  obstáculo  circulatorio. 

Más  tarde  las  alteraciones  se  acentúan  en  la  vena  oftál- 
mica. Esta  se  dilata  de  un  modo  excesivo  al  punto  de  semejar 
una  bolsa  elástica  que  empuja  y comprime  los  órganos  con- 
tenidos en  la  cavidad  orbitaria.  Sus  ramas  de  origen  se  dila- 
tan también;  todas  las  paredes  venosas  se  alteran,  aumentan 
de  espesor  y degeneran  á la  larga.  El  orificio  de  comunicación 
entre  la  vena  oftálmica  y el  seno,  se  presenta  más  ó menos 
abierto,  según  los  casos,  y es  á su  mayor  ó menor  amplitud 
que  atribuimos  la  ausencia,  al  principio,  por  lo  menos,  de  la 
afección,  del  soplo  de  que  hablamos. 

PRONÓSTICO 

Como  puede  deducirse  fácilmente  de  lo  dicho  respecto  á 
la  sintomatología  y evolución  del  aneurisma,  el  pronóstico  es 
sumamente  grave  y su  conocimiento  debe  servirnos  para  no 
retardar  la  eficaz  intervención  quirúrgica  que  á veces  se  apla- 
za por  falaces  esperanzas. 
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DIAGNÓSTICO 

Exoftalmia,  pulsaciones  y soplo,  tales  son  los  signos 
principales  que  nos  sirven  de  base.  Sin  embargo,  estos  sínto- 
mas no  son  patognómonicos  y los  errores  de  diagnóstico  son  fre 
cuentes  aun  entre  observadores  eminentes.  Ejemplo:  las  ob- 
servaciones de  Lenoir  y de  Nummeley. 

La  exoftalmia,  las  pulsaciones  y el  soplo  nos  permiten 
separar  desde  luego  una  serie  de  tumores  de  la  órbita,  como 
quistes,  exóstesis,  dermoideos,  etc.  Pero,  estos  signos  pueden 
encontrarse  en  los  casos  de  tumores  malignos,  como  el  encefaloi- 
deo  vascular.  En  este  caso,  ni  la  propulsión  del  globo  ocular  ni 
las  pulsaciones  se  modifican  por  la  comprensión  de  la  carótida. 

El  encefaloideo  es  reductible  y es  pulsátil,  pero  es  congé- 
nito  y deja  percibir  con  frecuencia  la  abertura  ósea  por  don- 
de se  produjo. 

Entre  los  tumores  vasculares  susceptibles  de  prestarse  á 
confusión,  recordaremos:  l9  el  aneurisma  verdadero  de  la  ar- 
teria oftálmica;  29  los  tumores  venosos  ó varicosos;  39  tumo- 
res eréctiles  ó angiomas  cavernosos. 

I9  El  aneurisma  de  la  oftálmica  es  más  raro;  no  tiene  una 
evolución  tan  rápida  en  general;  la  exoftalmia  es  menos  mar- 
cada; el  soplo  es  intermitente. 

La  compresión  de  la  carótida  no  tiene  además  una  in- 
fluencia tan  notable  en  él,  ni  se  observan  en  este  caso  tan 
acentuadas  las  congestiones  venosas  superficiales. 

29  Respecto  á los  tumores  venosos  debemos  recordar  que 
el  simple  obstáculo  á la  circulación  de  la  vena  oftálmica  que 
sería  su  causa,  obstáculo  por  estrechez  del  orificio  de  comu- 
nicación con  el  seno,  independiente  de  otras  alteraciones  de 
éste,  es  una  lesión  verdaderamente  escepcional.  El  soplo  no 
es  marcado  ó no  existe.  En  casos  de  tumores  varicosos,  la 
propulsión  del  globo  es  menos  acentuada  y no  se  modifica  por 
la  compresión  de  la  carótida. 

39  En  fin,  los  angiomas  que  pueden  á un  examen  super- 
ficial prestarse  á confusión,  no  tienen  la  misma  fisonomía  clí- 
nica, si  así  pudiéramos  decir,  ni  esa  rápida  evolución  tan  es- 
pecial á la  ruptura  de  la  carótida  interna  en  el  seno,  ni  la 
exoftalmia  ni  las  pulsaciones  tan  manifiestas.  El  thrill  y el 
ruido  de  piada  (pianlement,  de  los  franceses)  son  caracterís- 
ticas del  aneurisma  arterio-venoso. 
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En  ciertos  casos  escepcionales  de  pólipos  faríngeos  con 
propagación  hacia  los  senos  3^  hacia  la  órbita,  puede  haber 
exoftalmia  marcada,  propulsión  é inmovilidad  del  globo  ocu- 
lar, y el  error  en  que  se  puede  incurrir  por  un  examen  super- 
ficial, es  evitable,  si  se  considera  la  marcha  lenta  de  la  exoftal- 
mia, la  falta  de  pulsaciones  y la  existencia  de  la  neoplasia 
naso-faríngea  demostrable  por  un  examen  atento. 

TRATAMIENTO 

Eos  resultados  favorables  que  señalan  los  autores  por  el 
tratamiento  7nedico,  régimen  dietético,  ioduro  etc.  en  los  tu- 
mores pulsátiles,  juzgamos  que  deben  referirse  á tumores  de 
otro  origen  y no  al  aneurisma-arterio-venoso. 

La  compresión  digital  practicada  con  el  debido  método  y 
que  nos  parece  lógico  ensayar,  dio  en  manos  de  nuestro  emi- 
nente maestro  Galezowsky  un  resultado  favorable;  pero  esto 
es  escepcional.  Esta  comprensión  puede  sin  embargo  ser  útil 
como  tratamiento  preparatorio  á la  ligadura,  por  cuanto  habi- 
túa el  cerebro  á la  supresión  brusca  de  la  sangre  que  le  oca- 
sionaría la  ligadura  de  la  carótida,  tratamiento  menos  insegu- 
ro y menos  ineficaz  en  estos  casos. 

La  ELECTROLISIS  puede  ensayarse;  pero  con  frecuencia  el 
orificio  de  penetración  de  la  aguja  deja  una  vía  á la  ruptura 
y se  debe  siempre  estar  preparado  para  una  intervención  más 
radical.  Nosotros  no  empleamos  este  procedimiento  sino  en 
el  segundo  aneurisma  que  se  formó  en  el  cuello;  pero  sin  pro- 
vecho alguno  (Observación  núm  1.)  (varias  sesiones  con  10  á 20 
miliamperes).  Las  inyecciones  coagulantes  de  percloruro  de 
hierro  (Branard),  de  tanino  (Sahler)  etc.,  nos  parecen  insegu- 
ras y peligrosas  por  la  posibilidad  de  producir  una  trombosis. 

El  tratamiento  por  las  inyecciones  de  gelatina  preconi- 
zado por  Lancereaux  contra  los  aneurismas  y que  no  sabemos 
se  haya  aún  ensayado  en  el  aneurisma  del  seno,  tendría  tam- 
bién aquí  su  indicación.  Pero  debemos  dudar  de  su  eficacia, 
después  de  la  experiencia  que  de  él  hicimos  en  nuestra  ob- 
servación número  1.  Aplicado,  en  efecto,  contra  el  segundo 
aneurisma  que  se  presentó  en  nuestra  paciente,  en  excelentes 
condiciones  y en  inyecciones  de  suero  gelatinado,  abundantes 
y repetidas,  siguiendo  la  técnica  prescrita  por  el  autor  del  mé- 
todo, no  obtuvimos  ningún  efecto  provechoso.  Hay  más,  de- 
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poco resultado,  no  admitiendo  la  enferma  una  nueva  ligadura 
que  le  fué  propuesta,  y viendo  inminente  el  peligro  déla  rup- 
tura del  aneurisma  de  la  base  del  cuello,  (Observación  1)  que 
crecía  con  rapidez,  nos  decidimos  á hacer  directamente  en  el 
saco  por  medio  de  agujas  de  platino  finísimas  y en  las  mejores 
condiciones  de  asepsia,  inyecciones  de  solución  de  gelatina  con- 
centrada hasta  el  70  por  ciento.  Aplicamos  enseguida  hielo 
en  permanencia,  realizando  así  las  mejores  condiciones  para 
la  coagulación  de  la  sangre,  que  es  el  objeto  que  se  pretende 
con  la  referida  gelatina,  y no  obtuvimos  sino  un  resultado  in- 
completo. El  coágulo  sanguíneo  no  fué  suficientemente  só- 
lido á la  coagulación;  en  el  saco  no  fué  suficientemente  com- 
pleta para  impedir  el  aumento  de  la  bolsa  y la  ruptura  que 
ocasionó  la  muerte. 

Sin  querer  sacar  una  deducción  absoluta  de  un  solo  caso, 
parécenos  útil  llamar  la  atención  sobre  las  condiciones  espe- 
cialmente favorables  (inyecciones  hechas  directamente,  con- 
centradas, seguidas  de  aplicaciones  heladas)  en  que  fueron 
empleadas  estas  inyecciones  coagulantes  y su  ineficacia  tera- 
péutica. Esta  observación  puede,  por  lo  menos,  servir  para 
no  admitir  los  resultados  optimistas  que  algunos  señalan 
como  hechos  adquiridos  y para  que  el  médico  llamado  á tra- 
tar un  caso  de  aneurisma  de  la  carótida  interna  en  el  seno, 
en  vista  de  la  inseguridad  de  los  otros  métodos,  se  decida  sin 
pérdida  de  tiempo  á una  intervención  quirúrgica. 

La  ligadura  de  la  carótida  primitiva  es  la  operación  que 
debe  practicarse  sin  vacilación  y no  muy  tarde.  Es  prefe- 
rible practicarla  en  el  lugar  de  elección,  haciendo  una  inci- 
sión de  ocho  centímetros  en  dirección  del  borde  del  externo 
mastoideo,  incisión  cuya  parte  mediaría  corresponde  al  borde 
superior  del  cartílago  tiroides.  El  aislamiento  de  la  arteria 
debe  hacerse  con  todo  cuidado  para  evitar  cortar  la  vena  y so- 
bre todo  el  nervio  neumogástrico,  que  según  Recliel  ha  podido 
ser  incluido  en  la  ligadura  por  operadores  competentes. 

La  primera  ligadura  de  la  carótida  primitiva  practicada 
por  A.  Cooper  para  combatir  un  aneurisma  tuvo  un  resulta- 
do desfavorable.  Wardro  repitió  en  1825  en  mejores  condi- 
ciones esta  operación.  Practicada  en  caso  de  aneurisma  del 
seno  por  Brownian  (1859)  y por  Nelaton  (1865)  el  éxito  no 
coronó  tampoco  los  esfuerzos  de  los  cirujanos. 


m 


La  estadística  general  recogida  por  Leport  en  época  más 
reciente,  arroja  un  84  ó 86  por  ciento  de  fracasos. 

Pero  el'  perfeccionamiento  de  la  técnica  y de  la  asepsia 
escrupulosa  de  la  cirugía  moderna  hacen  que  esta  operación 
tenga  hoy  un  pronóstico  más  favorable,  puesto  que  se  han 
reducido  al  mínimum  los  accidentes  debidos  á una  falta 
operatoria  y á las  complicaciones  sépticas.  Obscurecen  siem- 
pre el  pronóstico,  los  accidentes  imputables  á la  supresión 
brusca  de  la  circulación  cerebral;  parezca  hemiplegia  más  ó 
menos  completa  y durable,  desórdenes  de  las  funciones  cere- 
brales graves  y definitivos  (Richet). 

El  método  de  Audi  es  el  único  aplicable  en  el  aneurisma 
del  seno,  habiendo  á veces  necesidad  de  practicar,  con  un 
intervalo  de  algunos  días,  la  ligadura  de  la  carótida  del  lado 
opuesto. 

Cuando  la  ligadura  no  es  seguida  de  complicaciones  y 
es  practicada  en  tiempo  oportuno,  el  aneurisma  se  modifica 
favorablemente,  la  coagulación  se  forma  y el  enorme  tumor 
de  la  órbita  disminuye  progresivamente.  La  fotografía  de  la 
enferma  que  presentamos  es  tomada  quince  días  después  de 
la  ligadura,  en  plena  convalecencia.  (Figura  núm.  1).  La 
cicatriz  de  la  incisión  del  cuello  reunida  perfectamente  es  casi 
imperceptible:  el  tumor  del  ojo  voluminoso  con  su  propulsión 
y quémosis  acentuados,  se  encuentra  ya  reducido  de  dos  ter- 
ceras partes  más  ó menos.  El  globo  mortificado  en  su  parte 
anterior  está  reducido  á un  muñón  de  aspecto  informe  con 
cicatrices  irregulares,  porque  no  nos  pareció  indicado  practi- 
car la  enucleación  poco  tiempo  después  de  la  ligadura,  espe- 
rando tener  seguridad  del  estado  de  la  vena  oftálmica.  La 
reducción  del  tumor  ocular  llegó  á ser  completa  como  puede 
verse  en  el  dibujo  que  presenta  la  órbita  abierta.  (Figura  nú- 
mero 8). 

Las  ligaduras  arteriales  por  el  método  de  Brasder  inicia- 
do por  su  autor  en  1811  y declarado  por  Allan  Burns  tan 
absurdo  en  teoría  como  puesto  en  la  práctica,  ha  sido  en  estos 
últimos  años  objeto  de  estudio  por  parte  de  Le  Den  tu,  Satller 
y otros  cirujanos,  que  le  han  debido  éxitos  notables. 

En  su  artículo  de  la  Perss  Medícale , de  1898,  Le  Dentu 
lo  juzga  como  eficaz  para  la  cura  de  los  aneurismas  de  la  ca- 
rótida y del  tronco  braquio-cefálico. 

En  el  caso  que  estudiamos,  es  de  notarse  que  contra  esa 
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regla,  á pesar  de  la  ligadura  practicada  de  antemano  entre 
los  capilares  y el  punto  de  formación  del  segundo  caso,  éste 
se  desarrolló,  como  sabemos,  entre  el  corazón  y el  punto  liga- 
do. Esto  si  no  prueba  ineficacia  en  el  método  de  Brasder,  nos 
demuestra,  por  lo  menos,  que  existía  en  la  enferma  una  ten- 
dencia sumamente  marcada  á la  formación  de  los  aneurismas 
y esta  tendencia  era  sin  duda  producida  por  una  causa  gene- 
ral que  de  seguro  no  era,  como  lo  digimos,  ni  la  sífilis  ni  la 
tuberculosis. 

En  conclusión  diremos,  pues,  que  la  ligadura  de  la  caro 
tida,  seguida  en  algunos  casos  de  la  ligadura  de  la  arteria  del 
lado  opuesto,  es  el  mejor  tratamiento  del  aneurisma  arterio- 
venoso  del  seno,  y juzgando  que  esta  operación  debe  tener 
hoy  un  pronóstico  relativamente  favorable. 

OBSERVACION  I. 


(Recogida  por  mi  distinguido  discípulo  Dr.  D.  Escolástico  Lara). 

Aneurisma  arterio-venoso  por  ruptura  de  la  carótida  interna  en  el  seno  ca- 
vernoso.— Exoftalmia. — Tumor  pulsátil. — Esfacelo  superficial  del  globo  ocular. 
Ligadura  de  la  carótida  primitiva  izquierda.— Curación  del  tumor  pulsátil. — Pro- 
ducción de  un  nuevo  aneurisma  cerca  del  origen  déla  carótida. — Ruptura  del  aneu- 
risma.— Muerte. — Examen  post-mortem. — Confirmación  del  diagnóstico. — Examen 
microscópico  de  las  paredes  arteriales. — Mercedes  R...,  de  oficios  domésticos,  40 
años  de  edad,  temperamento  sanguíneo,  buena  constitución,  alta,  bien  propor- 
cionada. 

Antecedentes  hereditarios. — El  padre  murió  de  fiebre  palúdica.  No 
hay  sospecha  de  sífilis.  Madre  sana;  murió  de  fiebre  puerperal.  Tuvo  cuatro  her- 
manos robustos,  bien  constituidos,  altos,  artríticos. 

Antecedentes  personates. — Desarrollo  precoz.  Nació  y vivió  hasta  la 
edad  de  12  años  en  un  lugar  pantanoso  (pueblo  de  Santa  Rosa,  Departamento  de 
León).  Menstruación  regular  normal  desde  la  edad  de  13  años.  No  padeció  la  vi- 
ruela, reumatismo  ni  sífilis,  solamente  dice  haber  padecido  de  sarampión  á la  edad 
de  10  años  y á consecuencia  de  esta  fiebre  eruptiva  tiene  una  inflamación  del 
miembro  inferior  izquierdo  y según  las  indicaciones  suministradas,  parece  que  se 
trataba  de  una  flebitis. 

En  varias  ocasiones  padeció  de  fiebres  palúdicas  intermitentes,  típicas,  con 
fríos,  alta  temperatura,  cefalalgia,  etc.  Con  frecuencia  estos  ataques  de  paludismo 
agudo  se  acompañaban  de  profusas  epistaxis  ó de  metrorragias.  La  quinina  com- 
batía con  éxito  estos  ataques  febriles,  y siempre  provocaba  ó aumentaba  las  me- 
trorragias. 

Hasta  la  edad  de  26  años  la  enferma  presenta  excelente  salud,  salvo  una  que 
otra  fiebre  palúdica.  Digestión  normal.  No  hay  estreñimiento,  marcado  por  lo 
menos. 

De  26  en  adelante,  quizás  á consecuencia  de  frecuentes  resfriados  por  las 
faltas  de  higiene  y de  cuidados  que  cometía,  sobrevienen  frecuentes  malestares  ge- 
nerales, dolores  vagos  en  la  columna  vertebral  y en  los  miembros  inferiores,  dolo- 
res semejantes  á los  reumáticos,  análogos  á los  dolores  osteóscopos.  Estos  dolores 
son  atribuidos  al  reumatismo  (?)  ó al  paludismo  por  los  médicos  consultados. 

Con  frecuencia  la  enferma  presenta  abundantes  epistaxis,  difíciles  de  cohi- 
bir. A la  edad  de  30  años  más  ó menos  se  queja  de  edema  de  los  miembros  inferio- 
res, particularmente  del  miembro  inferior  izquierdo.  Se  atribuye  su  estado  á flebi- 
tis crónica  y varices. 
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Fotografías  de  las  secciones  microscópicas . de  las  arterias  mostrándolas 
lesiones  de  las  túnicas  arteriales  correspondientes. — I,  túnica  interna.  M.  tú- 
nica media.  F,  túnica  externa. 
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A la  edad  de  32  años  empieza  á sufrir  de  menorragias  abundantes,  de  sensa- 
ción de  peso  en  el  hipogastrio  y algo  de  disuria.  La  orina,  analizada,  presenta 
trazas  de  albúmina. 

A los  36  años  la  enferma  enflaquece,  el  edema  del  miembro  inferior  aumenta 
á pesar  del  vendaje  elástico  oportunamente  aplicado;  presenta  además  signos  ine- 
quívocos de  un  fibro-mioma  uterino.  Se  nota  desarrollo  exagerado  del  sistema 
nervioso.  Hay  albúmina  en  cantidad  de  gms.  2’50  por  litro.  Tratamiento:  Revul- 
sión, régimen  lácteo,  ioduro  de  potasio  y ácido  gálico. 

Durante  algunos  meses  hace  uso  de  la  poción  siguiente: 


Ioduro  de  sodio 2 gramos 

Bromuro  de  sodio 4 ,, 

Fosfato  de  sodio 6 ,, 

Cloruro  de  sodio 6 ,, 

Agua 250  ,, 


(Cucharada  tres  veces  al  día) 

Dos  años  después  de  implantado  este  tratamiento  [con  algunas  interrupcio- 
nes] la  enferma  mejoró,  las  menorragias  son  menos  abundantes,  el  edema  de  los 
miembros  inferiores  está  menos  marcado  y no  hay  albúmina  en  la  orina.  La  enfer- 
ma parece  estar  mejor,  lleva  una  vida  más  activa,  se  siente  en  buen  estado  para  el 
trabajo  y no  padece  más  que  algunos  accesos  de  cefalalgia  que  coinciden  con  des- 
órdenes digestivos.  El  examen  de  la  sangre  practicado  en  varias  ocasiones  ha  re- 
velado la  presencia  de  hematozoarios. 

La  circulación,  sin  embargo,  llama  la  atención.  Las  contracciones  cardiacas 
son  regulares.  La  zona  de  macicez  precordial  está  aumentada,  la  impulsión  cardia- 
ca es  muy  enérgica.  El  segundo  ruido  aórtico  es  muy  marcado,  como  en  los  casos 
de  dilatación  aórtica.  Las  pulsaciones  de  las  carótidas  son  sumamente  marcadas  y 
perceptibles’á  la  simple  vista.  La  presión  medida  por  el  esfigmomámetro  es  mayor 
que  la  normal.  La  diferencia  entre  el  número  de  pulsaciones  contadas  en  la  posi- 
ción horizontal  y la  posición  vertical,  indica  una  ligera  hipertensión  arterial.  Las 
temporales  están  ligeramente  flexuosas.  Las  radiales  algo  duras  y el  pulso  es  vi- 
brante. La  enferma,  en  resumen, -presenta  las  condiciones  de  una  artrítica  con  an- 
tecedentes palúdicos  y con  signos  que  hacen  pensar  en  una  arterio-esclerosis  precoz. 
Tanto  las  venas  superficiales  de  los  miembros  inferiores  como  las  de  la  cara,  eran 
muy  perceptibles  y se  dilataban  con  facilidad. 

Principio  de  da  enfermedad. — A los  38  años  la  enferma  trabaja  con  más 
actividad  que  de  costumbre  y sufre  de  algunos  desórdenes  digestivos  y cefalalgia. 

El  primer  síntoma  ocular  que  llama  la  atención  de  la  enferma  tres  meses 
antes  de  presentar  la  exoftalmia,  es  la  sensación  de  hormigueamiento  en  el  párpa- 
do superior  y una  sensación  como  de  soplo  interior.  Enseguida  se  presenta  cierto 
grado  de  ptosis  que  se  acentúa  cada  vez  más  de  modo  que  ella  misma  nota  dismi- 
nución aparente  del  volumen  del  ojo  izquierdo.  Ese  estado  duró  tres  meses,  como 
decimos,  y el  ptosis  se  pronuncia  más.  Después  se  queja  de  una  cefalalgia  habi- 
tual, distinta  de  las  anteriores.  Sobrevienen  trastornos  digestivos.  A consecuencia 
de  vómitos  provocados  con  el  fin  de  mejorar  la  sensación  de  peso  que  sentía  en  la 
cabeza  y el  estado  del  estómago,  la  enferma  siente  una  violenta  sensación  dolorosa, 
luego  peso  y congestión  en  el  ojo  izquierdo  y al  mismo  tiempo  un  ruido  muy  mar- 
cado que  la  enferma  ccmpara  con  el  ruido  producido  por  un  resorte  de  reloj  que 
se  desenrrolla. 

La  exoftalmia  se  acentúa  rápidamente  y al  cabo  de  24  horas  estaba  muy  ma- 
nifiesta y se  acompaña  de  un  dolor  intolerable  producido  sin  duda  por  la  compresión 
del  globo  ocular  en  su  parte  posterior  y estiramiento  del  nervio. 

Existe  un  quémosis  manifiesto  que  sucede  á la  congestión  de  la  conjuntiva. 
El  médico  llamado,  al  principio  piensa  en  la  posibilidad  de  una  violenta  conjunti- 
vitis, luego  en  un  flegmón  del  tejido  celular  déla  cavidad  orbitaria.  Dos  colegas 
más,  llamados  en  consulta,  vacilan  al  principio  en  el  diagnóstico.  Durante  seis  días 
consecutivos  el  dolor  crece,  la  exoftalmia  se  acentúa  más  y con  ella  la  inmovilidad 
del  globo  ocular.  La  visión  era  normal.  Se  piensa  en  la  posibilidad  de  un  tumor  de 
la  cavidad  ó un  derrame  intra-orbitario.  En  estas  condiciones  fui  llamado  á ver  la 
enferma,  que  presenta  los  síntomas  siguientes: 

* 
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Exoftalmia  pronunciada;  dilatación  ligera  de  las  venas  de  los  párpados,  los 
cuales  presentan  un  color  ligeramente  más  obscuro  que  los  del  lado  opuesto;  qué- 
mosis  interna  formando  un  repliegue  rojizo  en  el  párpado  inferior;  quémosis  parpe- 
bral  y ocular;  inmovilidad  completa  del  globo  propulsado  con  desviación  ligera  ha- 
cia afuera  y abajo;  pupila  algo  dilatada  é inmóvil;  córnea  intacta,  no  hay  alteración 
manifiesta  en  el  fondo  del  ojo;  la  enferma  responde  con  algo  de  torpeza,  pero  no  se 
puede  juzgar  que  la  visión  está  poco  comprometida;  se  percibe  la  propulsión  del  ojo 
y se  pueden  apreciar  con  el  tacto  las  pulsaciones  ligeras,  isócronas  con  el  sístole  car- 
diaco; el  tumor  no  es  reductible  ni  presenta  irregularidades  ó eminencia  en  la  parte 
superior  de  la  cavidad  orbitaria;  no  se  percibe  el  soplo  clásico;  la  compresión  de  la 
carótida  influye  de  un  modo  imperceptible  en  el  estado  del  tumor;  dolores  intolera- 
bles en  el  ojo  y en  el  cráneo;  hay  embotamiento  intelectual. 

Diagnóstico. — Se  juzga  que  se  trata  de  un  tumor  pulsátil  de  origen  vascular 
y se  piensa  que  la  causa  es  la  ruptura  de  la  carótida  interna  en  el  seno  cavernoso. 
Se  hicieron  aplicaciones  antisépticas  locales  para  mantener  la  conjuntiva  en  buen 
estado,  pues  había  sido  escarificada.  Se  ensayó  la  compresión  constante  de  la  caró- 
tida, hecha  con  todo  cuidado,  durante  muchas  horas  consecutivas.  Da  habían  sido 
puestas  en  práctica  las  aplicaciones  heladas  loco-dolenti.  No  se  obtiene  gran  re- 
sultado. 

En  los  10  ó 12  días  siguientes,  la  lesión  se  acentuó;  es  mayor  la  exoftalmia, 
las  pulsaciones  son  más  marcadas,  pero  nose  percibe  el  soplo  ni  el  thrill  caracterís- 
tico. La  compresión  de  la  carótida  modifica  las  pulsaciones  de  una  manera  más 
perceptible.  Veinte  días  después  de  los  primeros  síntomas,  el  globo  empieza  á des- 
truirse. Signos  de  esfacelo,  elevación  de  temperatura  á38^  y 39°.  Los  dolores  son 
intolerables  y hay  inminencia  de  ruptura.  Secreción  saneosa  y de  mal  olor. 

Ligadura  de  da  carótida. — Se  decidió  la  enferma  á la  operación  que  se  le 
había  propuesto.  Nos  prestaron  su  valiosa  cooperación  los  doctores  R.  Rubí,  médi- 
co de  asistencia,  y los  doctores  Asenjo  y F.  Castro,  médicos  de  consulta.  Con  las 
debidas  precauciones  de  asepsia  se  practicó  la  ligadura  de  la  carótida  primitiva  iz- 
quierda en  el  lugar  de  elección,  haciendo  una  incisión  paralela  al  externo-cleido- 
mastoideo.  Se  ligó  con  hilo  de  seda  fuerte,  tres  centímetros  más  ó menos  debajo  de 
la  bifurcación,  separándose  cuidadosamente  de  la  yugular  y el  pneumogástico.  Su- 
turas con  crin  de  Florencia.  Después  de  la  ligadura  se  continuaron  los  lavados  an- 
tisépticos y la  desinfección  del  globo  ocular  y conjuntiva  infectados. 

Resultado  de  DA  ligadura. — La  temperatura  baja,  y á los  dos  días  está  en 
la  normal.  Reunión  inmediata  por  primera  intención.  La  enferma,  sin  embargo,  se 
queja  de  sensación,  de  constricción  y de  estorbo  para  la  deglución. 

El  tercer  día  la  deglución  es  más  difícil  y dolorosa;  pero  á partir  del  cuarto 
día,  todo  entra  en  el  orden  normal,  salvo  una  ligera  sensación  de  adormecimiento 
del  lado  derecho  y debilidad  en  la  fuerza  de  la  mano  derecha  y en  los  movimientos 
del  brazo. 

El  tumor  pulsátil  de  la  órbita  disminuye  progresivamente.  Se  practica  la  abla- 
ción por  parte  del  globo  ocular  alterado  por  una  enucleación  completa,  se  juzga  im- 
prudente poco  tiempo  después  de  la  ligadura. 

Diez  días  después  la  enferma  se  levanta  en  condiciones  favorables  y entra  en 
convalecencia. 

El  examen  de  la  sangre  revela  nuevamente  la  presencia  de  hematozoarios  en 
poca  abundancia. 

Algunos  meses  más  tarde  la  enferma  presenta  los  síntomas  de  un  nuevo  aneu- 
risma que  pronto  llegó  á percibirse  al  exterior  á causa  de  su  aumento  rápido  de  vo- 
lumen. Este  nuevo  aneurisma  está  situado  en  la  carótida  á distancia  del  punto  li- 
gado y parece  tener  su  origen  pocos  centímetros  arriba  del  origen  de  dicha  arteria 
en  el  cayado  de  la  aorta. 

Tan  luego  como  fué  perceptible  el  tumor  aneurismático,  se  procura  hacer 
una  compresión  metódica  por  medio  de  un  aparato  ad  hoc.  Se  hizo  uso  del  ioduro 
de  potasio  y después  de  las  inyecciones  de  gelatina,  siguiendo  exactamente  el  mé- 
todo indicado  por  Lancereaux  y aplicando  abundantemente  las  inyecciones  de  suero 
gelatinado  repetidas  veces,  en  dosis  total  mayor  que  la  indicada  por  el  autor  y sien- 
do seguidas  por  un  reposo  completo  y aplicaciones  heladas  sobre  el  cuello. 

Como  el  tumor  aumenta,  se  ensaya  la  electrólisis  sin  éxito  alguno. 

Viendo  que  las  condiciones  de  la  enferma  empeoran  y que  no  es  aceptable 


por  ella  una  nueva  ligadura,  se  practican  en  varias  sesiones  inyecciones  concentra- 
das de  gelatina  directamente  en  el  saco  por  medio  de  punción  capilar  aséptica.  Le 
aplico  el  hielo  sobre  el  tumor,  á fin  de  obtener  más  rápidamente  la  coagulación. 
Esta  se  produce,  pero  indudablemente  los  coágulos  no  son  suficientemente  sólidos. 
Las  soluciones  de  gelatina  varían  del  5 hasta  el  10  por  ciento. 

El  aneurisma  empieza  por  romperse  en  el  tejido  celular,  enseguida  se  abre 
paso  al  exterior.  Llamado  el  médico  tie  asistencia,  se  encuentra  con  la  profusa  he- 
morragia; pero  gracias  á la  compresión,  inyecciones  estimulantes,  etc.,  la  enferma 
vuelve  á la  vida  y mediante  una  compresión  normal  constante,  la  muerte  se  aplaza 
por  24  horas. 

Autopsia.  — Existe  edema  y derrame  sanguíneo  en  el  tejido  celular  del  cuello. 
El  corazón  está  hipertrofiado.  La  arteria  tiene  un  calibre  algo  superior  al  normal. 
No  hay  suficiencia  valvular.  Se  notan  unas  ligeras  placas  de  arteritis  en  el  cayado 
de  la  aorta.  A pocos  centímetros  de  ésta  y en  la  parte  inferior  de  la  carótida  primi- 
tiva se  presenta  el  origen  del  saco  aneurismático,  del  volúmen  de  un  huevo  de 
avestruz  alargado  por  su  extremidad  superior  que  se  encuentra  colocada  en  la. 
base  del  cuello,  fuera  de  la  clavícula.  Fácilmente  puede  aislarse.  AI  abrirle  se  per- 
cibe en  el  interior  un  coágulo  de  formación  reciente,  aunque  su  parte  central  parece 
más  organizada.  Este  saco,  aunque  su  extremidad  superior  ha  ganado  el  cuello,  su 
extremidad  inferior  desciende  profundamente  hasta  el  punto  de  origen  de  dicho 
aneurisma,  á poca  distancia,  dos  ó tres  centímetros  más  ó menos  del  nacimiento 
de  la  carótida.  Se  diseca  el  lugar  ligado.  La  cicatriz  es  completa.  Es  imposible 
encontrar  de  pronto  el  hilo  de  seda.  Hay  cierta  adherencia  de  la  parte  superior  de 
la  arteria  ligada  y vacia  y un  ramúsculo  venoso  que  parece  depender  de  la  yugular 
externa. 

Siguiendo  hacia  arriba  la  carótida  ligada,  se  nota  en  la  carótida  interna,  al 
penetrar  en  el  cráneo,  una  placa  de  endurecimiento  que  enseguida  se  demuestra 
ser  de  endarteritis.  Aspecto  análogo,  aunque  menos  acentuado  tiene  su  congénere 
del  lado  opuesto.  Se  abre  el  cráneo.  Se  separa  cuidadosamente  el  cerebro  teniendo 
la  precaución  de  no  alterar  el  exágeno  de  Willis.  Se  nota  su  comunicación  corres- 
pondiente con  la  arteria  que  sale  del  seno  cavernoso.  Se  separa  el  exágeno  y en- 
tonces se  puede  percibir  con  toda  claridad,  como  lo  demuestra  la  figura  núm.  2,  el 
aspecto  del  seno  cavernoso,  que  es  el  de  un  tumor  ovideo,  del  volumen  de  una 
nuez  pequeña,  duro,  contrastando  con  la  apariencia  normal  del  seno  del  lado  opues- 
to, lado  derecho. 

Una  incisión  longitudinal  anteroposterior,  y otra  perpendicular  á ésta,  trans- 
versal, permiten  levantar  los  fragmentos  de  la  dura  madre  y ver  el  interior  de  la 
cavidad  del  seno  henchida  por  un  coágulo  sanguíneo,  de  formación  antigua,  que 
presenta  capas  concéntricas  de  diversos  tintes  y de  consistencia  diversa. 

En  medio  de  ese  coágulo  confundido  casi  con  su  masa,  se  observan  láminas 
delgadas  más  consistentes  que  el  resto  de  la  masa  y que  parecen  películas  endure- 
cidas. Estas  no  son  otra  cosa  que  las  paredes  de  la  arteria  reducidas  á su  última 
expresión.  El  examen  microscópico  reveló  su  naturaleza,  pero  se  hace  necesario 
hacer  cortes  en  puntos  diferentes  para  obtener  una  preparación  demostrativa.  vSa- 
cando  el  coágulo,  se  percibe  con  dificultad  el  orificio  de  entrada  de  la  carótida 
interna  en  el  seno  y allí  se  reveló  la  alteración  de  arteritis  que  la  misma  arteria 
presenta  á su  entrada  en  el  cráneo.  Una  sección  vertical  y transversa  permite 
orientarse  mejor  en  el  estudio  de  estas  lesiones.  Luego  se  secciona  la  órbita. 

Se  levanta  su  pared  superior.  Se  presentan  los  tejidos  algo  endurecidos  con 
un  aspecto  como  el  de  un  hematoma  que  se  ha  reabsorbido.  Se  llega  á las  paredes 
de  la  vena  oftálmica.  Están  duras,  gruesas,  pero  el  volúmen  enorme  que  tenía 
esta  vena  dilatada,  está  reducido,  y en  su  interior  se  vé  un  coágulo  de  formación 
antigua.  Más  adelante  se  presentan  los  restos  del  muñón  del  globo  del  ojo  mortifi- 
cado con  sus  cicatrices  y adherencias  hacia  los  párpados. 

vSe  practican  numerosos  cortes  de  la  arteria  y se  demuestra  en  varios  puntos 
[carótida  cerca  del  aneurisma  segundo,  arteria  carótida  interna]  la  existencia  de 
lesiones  inequívocas  de  endarteritis.  Predomina  la  neo-formación  de  elementos  jó- 
venes particularmente  en  la  túnica  interna.  Las  lesiones  de  la  túnica  externa  son 
poco  apreciables,  como  puede  verse  en  la  preparación  que  presento  y en  las  fotogra- 
fías correspondientes. 
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La  sangre  examinada  poco  antes  de  la  muerte  contenía  hematozoarios. 

Nada  digno  de  mencionarse  respecto  á los  riñones  que  presentaron  síntomas 
de  nefritis,  durante  la  vida  en  épocas  anteriores. 

OBSERVACION  II. 

Aneurisma  arterio-venoso  por  ruptura  de  la  carótida  interna.  Exoftalmia 
muy  marcada.  Dolores  intolerables.  Pulsaciones  imperceptibles.  Tratamiento  pa- 
liativo incompleto.  Muerte  por  hemorragia  nasal. 

Luis  Mont  de  Chontales,  35  años;  ocupado  en  asuntos  de  contabilidad.  Vida 
sedentaria.  Temperamento  sanguíneo.  Constitución  robusta. 

Antecedentes  hereditarios. — Padre  muerto  accidentalmente.  Madre 
muerta  de  fiebre.  Familia  obesa,  con  tendencia  al  reumatismo. 

Antecedentes  personates. — No  ha  tenido  sífilis.  No  hay  signos  de  tuber- 
culosis. Ha  tenido  sarampión  y no  padecido  en  su  niñez  de  fiebres  palúdicas. 
Padeció  durante  varios  meses  de  estas  fiebres.  Dice  haber  padecido  en  la  forma 
terciana,  hoy  rara  entre  nosotros.  Hasta  la  edad  de  32  años,  salud  relativamente 
buena;  aunque  siempre  ha  padecido  de  jaquecas  y desde  ese  tiempo  á la  época  de 
la  observación,  dos  años  después,  estos  dolores  han  cambiado  de  carácter,  son  más 
constantes,  vagos  á veces,  á veces  muy  agudos,  situados  en  la  base  del  cráneo  con 
irradiaciones  hacia  la  región  orbitaria. 

Dice  también  haber  sentido  dificultad  en  el  movimiento  del  globo  ocular. 

Estado  en  ee  momento  de  ea  observación. — El  enfermo  tiene  35  años, 
ha  venido  experimentando  para  ser  tratado  por  nosotros.  Se  quejó  de  dolores  into- 
lerables. Abusa  del  alcohol  y de  la  morfina  para  soportar  el  dolor  y conciliar  el 
sueño,  según  nos  dice.  La  inteligencia  no  parece  en  estado  normal;  hay  cierta 
excitación.  Es  irritable  y se  enloquece  fácilmente. 

Al  descubrirse  la  cara  que  lleva  en  parte  cubierta  con  un  pañuelo  obscuro, 
se  observa  la  exoftalmia  marcadísima.  El  ojo  parece  empujado  hacia  afuera  y hacia 
abajo.  No  se  perciben  fácilmente  las  pulsaciones.  La  evolución  de  la  enfermedad 
ha  sido  algo  más  lenta  que  el  caso  anterior  y los  tejidos  han  resistido  mejor  á la 
presión  arterial.  El  quémosis  es  menos  marcado;  los  párpados  apenas  cubren  el 
globo  del  propulsado.  El  enfermo  se  queja  de  epistaxis  abundantes  que  sobrevie- 
nen de  vez  en  cuando.  La  compresión  de  la  carótida  influye  en  el  estado  del  tumor 
y en  las  pulsaciones  apenas  perceptibles. 

Diagnóstico — Vacilamos  entre  el  diagnóstico  de  aneurisma  arterio-venoso 
por  ruptura  de  la  carótida  en  el  seno  y un  tumor  naso-faríngeo  que  hubiese  produ- 
cido la  exoftalmia  por  su  propagación  á la  órbita.  Pero  un  examen  atento  y minu- 
cioso de  la  nariz  nos  revela  que  las  lesiones  nasales,  congestión  de  la  mucosa  epis- 
taxis, son  más  bien  consecutivas  al  tumor. 

Se  propone  al  enfermo  la  ligadura  de  la  carótida.  Es  persona  inteligente  y 
sabe  que  la  ligadura  de  esta  arteria  es  grave.  Vacila,  se  niega  á dejarse  operar  en 
seguida.  Pide  algunos  días. 

Se  le  hace  un  tratamiento  paliativo— hielo — compresión  de  la  carótida,  tra- 
tamiento del  dolor,  etc. 

La  ineficacia  de  este  tratamiento  por  más  que  le  fuera  explicado  dos  días  an- 
tes de  emprenderlo,  le  entristece;  pero  se  decide  á no  hacer  ningún  tratamiento  du- 
rante algunos  días. 

De  pronto  recibimos  la  noticia  de  que  el  enfermo  ha  muerto  por  una  hemo- 
rrágia  nasal  que  sobrevino  durante  la  noche.  No  podemos  hacer  ninguna  explora- 
ción ni  examen  post-mortem. 

REFLEXIONES 

I 

Nos  lia  parecido  interesante  reproducir  estas  dos  obser- 
vaciones por  lo  raro  del  caso,  porque  no  pertenecen  á la  cate- 
goría de  las  rupturas  traumáticas;  porque  se  trata  de  pacien- 
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tes  relativamente  jóvenes,  no  ateromatosos;  y porque  espe- 
cialmente la  primera  lia  podido  seguir  paso  á paso  en  su  evo- 
lución y comprobarse  además  plenamente  por  la  autopsia. 

ii 

Es  de  notar  que  la  causa  de  la  ruptura  es  una  alteración 
del  sistema  vascular,  especialmente  en  las  arterias,  en  perso- 
nas artríticas,  sin  lesiones  cardiacas,  ni  antecedentes  sifilíti- 
cos ni  tuberculosos,  teniendo  solamente  antecedentes  palúdi- 
cos. En  el  caso  primero  esta  alteración  arterial  marcada  en 
varios  puntos,  permite  la  reproducción  de  un  nuevo  aneuris- 
ma, cuya  ruptura  es  causa  de  la  muerte. 

La  endarteritis  circunscrita  y múltiple,  comprobada  por 
el  examen  histológico,  es  el  resultado  de  una  causa  general 
que  no  es  la  sífilis,  ni  la  tuberculosis  y que  muy  probable- 
mente es  el  paludismo. 

ni 

El  examen  minucioso  de  la  lesión  y las  condiciones  ana- 
tómicas de  la  región,  nos  autorizan  á creer  que  los  casos  in- 
dicados por  algunos  observadores  como  de  pronóstico  favora- 
ble, deben  pertenecer  más  bien  á la  clase  de  rupturas  ocasio- 
nadas por  lesiones  traumáticas  más  ó menos  completas  y no 
á las  rupturas  que  sobrevienen  por  alteración  de  las  paredes 
arteriales.  Estos  tienen  un  pronóstico  fatal  y por  lo  mismo 
no  se  debe  vacilar  en  practicar  la  ligadura  de  la  carótida  pri- 
mitiva, que  si  bien  fracasó  en  manos  de  Browman  y Nelatou 
la  perfección  de  la  técnica  moderna  y de  la  asepsia  han  hecho 
menos  graves. 

IV 

La  ligadura  de  la  carótida  primitiva  en  el  lugar  de  elec- 
ción, dio  un  resultado  completo  sin  la  menor  complicación  en 
el  aneurisma  del  seno.  El  tumor  de  la  órbita  desapareció;  la 
coagulación  de  la  sangre  en  el  seno  era  total  y completa  co- 
mo la  comprobó  la  disección  minuciosa  hecha  después.  La 
comprensión  digital  de  las  carótidas  indicada  por  Galezowski 
fué  ineficaz. 

v 

Fueron  ineficaces  también  en  el  segundo  aneurisma,  la 
electrólisis,  las  inyecciones  de  suero  gelatinado  por  el  método 
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de  Lancereaux;  y por  último,  hasta  las  inyecciones  concentra- 
das de  gelatina  hechas  directamente  en  el  saco  y seguidas  de 
aplicaciones  heladas,  no  dieron  el  resultado  que  era  de  espe- 
rarse. Creemos,  pues,  necesario  nuevas  pruebas  prácticas  para 
admitir  sin  reserva  el  nuevo  método,  y mientras  tanto,  no  de- 
bemos retrasar — por  una  esperanza  insegura — el  tratamiento 
quirúrgico. 

vi 

Respecto  al  diagnóstico,  cuya  exactitud  fue  comprobada, 
creemos  justo  observar  que  ante  un  tumor  pulsátil  que  se 
produce  bruscamente,  que  se  acompaña  de  dolor,  de  sensación 
de  ruido  especial,  que  se  modifica  por  la  compresión  de  la  ca- 
rótida, debe  diagnosticarse  la  ruptura  de  la  carótida  interna 
en  el  seno,  aunque  no  se  observe  el  soplo  característico.  Dig- 
no de  señalar  el  ptosis  precoz,  la  sensación  de  ruido  de  cuerda 
de  reloj  percibido  por  la  enferma,  la  ausencia  de  thrill  y de 
soplo  que  no  pudo  ser  percibido  por  el  médico  sino  cuando  la 
lesión  estaba  muy  avanzada. 


VII 

La  operada  presentó  apenas  una  ligera  sensación  de  ador- 
mecimiento del  lado  derecho  y algo  de  debilidad  del  brazo  de- 
recho que  no  podía  llamarse  paresia,  y esto  no  obstante  lo 
deficiente  que  parecían  sus  arterias,  y el  hecho  de  ser  la  he- 
miplegia una  de  las  complicaciones  más  frecuentes  ó uno  de 
los  resultados  de  la  supresión  brusca  de  la  circulación  cere- 
bral ocasionada  por  la  ligadura.  Atribuimos  este  resultado  fa- 
vorable, en  parte  por  lo  menos,  á la  compresión  de  la  carótida 
practicada  varias  veces  durante  horas  antes  de  la  ligadura. 
Toda  vez  que  la  urgencia  del  caso  lo  permita,  nos  parece,  pues, 
esta  compresión  recomendable  y muy  indicada. 

VIII 

Es  digno  de  interés  también  señalar  la  reproducción  y cre- 
cimiento del  segundo  aneurisma  formado  cerca  del  origen  de 
la  carótida  izquierda  y cubierto  al  exterior  en  la  base  del  cue- 
llo, no  obstante  que,  según  los  resultados  obtenidos  por  Le 
Dentu,  Le  Fort  y otros  cirujanos,  con  el  método  de  Brasder, 
este  aneurisma  debió  ser  mejorado  por  la  ligadura. 
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ALOCUCION  DEL  PRESIDENTE 
•DR.  JOAQUI/N  L.  DUEÑAS 


( HABANA,  CUBA  ) 

La  Comisión  Ejecutiva  del  Congreso  ha  tenido  á bien 
designarme  para  el  desempeño  de  este  cargo;  y si  á esa  causa 
debo  yo  ahora  el  alto  honor  de  dirigiros  la  palabra,  me  apre- 
suro á decir  ingenuamente  que  he  aceptado,  porque  sabía  de 
antemano  que  algunos  de  los  interesados  por  el  prestigio  de 
la  clase  médica  cubana,  vendrían  á compartir  conmigo  la 
responsabilidad  que  á todos  nos  toca  en  un  momento  verda- 
deramente solemne  para  la  historia  de  nuestro  país. 
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Esa  misma  ingenuidad  en  el  terreno  científico,  me  lleva 
á declarar  á nuestros  colegas  de  otras  nacionalidades  lo  que 
somos  y lo  que  representamos  en  este  hermoso  concierto  de 
las  inteligencias  de  América,  muchas  de  las  cuales  se  con- 
gregan hoy  en  este  salón  para  cambiar  impresiones  sobre  el 
estudio  cada  día  más  interesante  de  las  enfermedades  in- 
fantiles. 

La  historia  de  nuestro  desenvolvimiento  científico,  es  ya 
bien  conocida.  Apesar  de  las  condiciones  especiales  del  me- 
dio étnico  y social  en  que  nacimos,  y no  obstante  las  trabas 
opuestas,  durante  un  gran  número  de  años,  por  el  régimen 
colonial,  al  desarrollo  de  nuestra  cultura,  la  clase  médica  ha 
logrado  mantener  siempre  vivo  el  entusiasmo  por  el  estudio, 
llegando  al  fin  á realizar  actos  científicos  de  importancia, 
entre  los  cuales,  sólo  me  parece  pertinente  señalar  ahora  la 
tendencia  á cultivar  de  un  modo  más  ó menos  preferente  al- 
gunas de  las  especialidades  de  nuestra  carrera  médica. 

Así,  el  interés  universal  que  ha  despertado  el  estudio  de 
las  enfermedades  de  los  niños,  particularmente  en  las  dos  úl- 
timas decadas,  se  ha  podido  advertir  en  Cuba  también,  y los 
trabajos  publicados  en  la  literatura  médica  local  ó presenta- 
dos á diversas  corporaciones  científicas,  atestiguan  los  esfuer- 
zos desplegados  en  ese  sentido,  por  cierto  número  de  médi- 
cos, mucho  antes  de  que  se  inaugurase  la  enseñanza  *de  la 
Pediatria  en  nuestro  primer  Centro  docente. 

Pero  después  de  todo,  no  hemos  sido  más  que  unos  tra- 
bajadores modestos,  consagrados  á la  observación  clínica  de 
de  los  niños  enfermos,  sin  más  guía  que  nuestra  experiencia, 
sin  otros  maestros  que  los  textos  de  las  grandes  Escuelas,  ó 
el  recuerdo  de  la  enseñanza  recogida  por  algunos  durante 
una  residencia  más  ó menos  transitoria  en  capitales  científi- 
cas extranjeras. 

Hasta  el  año  de  1891  no  se  incluyó  en  el  Plan  de  Estu- 
dios de  esta  Universidad,  el  Curso  Especial  de  las  Enferme- 
dades de  la  Infancia;  pero  la  enseñanza  resultó  teórica  y 
nominal  por  no  existir  una  clínica  anexa,  indispensable  para 
la  instrucción  de  los  alumnos. 

La  existencia  efímera  de  la  Escuela  Preparatoria  de  Me- 
dicina, ofreció  á los  estudiantes  del  curso  de  niños  la  oportu- 
nidad de  una  instrucción  práctica,  aprovechando  los  enfermi- 
tos  que  venían  á la  consulta  externa,  y también  los  de  la 
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Casa  de  Beneficencia  y Maternidad,  cuyas  enfermerías  fueron 
puestas  galantemente  á mi  disposición  por  los  doctores  Mon- 
talvo y Aróstegui,  médicos  de  las  mismas. 

La  reciente  instalación  de  una  Clínica  de  Niños  en  el 
Hospital  Mercedes  á cargo  del  Dr.  Montalvo,  Profesor  del 
Curso  en  la  Universidad,  la  creación  de  otra  semejante  que 
se  halla  á mi  cuidado  en  el  Hospital  núm.  1,  así  como  la  clí- 
nica del  Dispensario  y la  de  otras  Enfermerías  en  los  Asilos 
de  Huérfanos  existentes,  ofrecen  al  alumno  y al  médico  joven, 
elementos  suficientes  para  fomentar  en  el  futuro  el  interés 
por  el  estudio  de  las  enfermedades  de  los  niños. 

En  la  Isla  de  Cuba,  el  campo  de  la  Pediatría  es  fecundo 
en  enseñanzas  para  el  práctico  que  se  proponga  estudiar  á 
conciencia  las  alteraciones  de  la  salud  en  los  primeros  años 
de  la  vida.  El  predominio  de  las  enfermedades  del  tubo  di- 
gestivo, debidas  casi  siempre  á la  alimentación  defectuosa  y 
á la  falta  de  cuidados  higiénicos,  ha  llegado  á producir  aquí 
hasta  el  36%  de  la  mortalidad  total  de  la  infancia  en  los  años 
que  precedieron  á la  guerra  separatista;  mientras  que  en  la 
ciudad  de  New  York  ha  logrado  reducirse  á 27.47%  la  cifra 
que  representa  esa  misma  proporción  de  la  mortalidad  infan- 
til por  enfermedades  de  ese  aparato  durante  el  año  1898. 

En  1891,  la  mortalidad  general  de  los  niños  menores  de 
dos  años  fué  de  7.78  por  mil,  y en  1892,  de  7.67,  cifras  supe- 
riores á la  de  6.64  que  corresponde  á la  ciudad  de  New  York. 

Después  de  los  trabajos  de  saneamiento  llevados  á cabo 
por  la  Oficina  de  Sanidad  Americana,  la  reducción  de  la  mor- 
talidad á 5.80  por  mil  para  los  niños  menores  de  2 años,  y 
6.72  para  los  menores  de  5,  resulta  ya  inferior  á las  de  6.64 
y 7.18  que  arroja  la  estadística  de  la  gran  metrópoli  para  di- 
chas edades  respectivas. 

Pero,  además  de  las  enfermedades  del  tubo  digestivo  y 
en  general  de  todas  las  que  figuran  en  los  índices  nosológi- 
cos  de  los  tratados  especiales  de  Pediatría,  hay  que  buscar 
también  en  Cuba,  como  factores  responsables  de  la  morbosi- 
dad y mortalidad  de  nuestros  niños,  las  determinaciones  in- 
fantiles de  las  pirexias  tropicales  entre  las  cuales  existen 
unas,  como  las  fiebres  palúdicas  y sus  simbiosis,  notables  por 
su  frecuencia  y la  gravedad  de  algunos  de  sus  tipos;  otras 
como  la  fiebre  amarilla,  que  son  exclusivas  de  nuestra  zona 
patológica,  y por  último,  un  grupo  de  fiebres  aún  no  clasifi- 
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cadas,  que  reconocen  por  origen  infecciones  diversas  de  las 
aguas,  del  suelo  y de  la  atmósfera,  favorecidas  por  las  altas 
temperaturas  de  nuestro  clima  tropical. 

Por  un  lado  importa  averiguar  si  existen  diferencias  im- 
presas por  los  caracteres  étnicos,  por  las  circunstancias 
climatéricas,  y por  todas  las  demás  condiciones  externas  é 
internas,  capaces  de  realizar  modificaciones  en  la  frecuencia, 
sintomatología,  curso,  terminación  y complicaciones  de  las  en- 
fermedades infantiles  comunes  á todos  los  países;  y por  otro  es 
necesario  comparar  nuestros  tipos  de  fiebres  infantiles  de  filia- 
ción obscura,  con  los  que  seguramente  se  observan  también  en 
otras  comarcas  y bajo  otras  latitudes,  para  que,  trabajando  de 
común  acuerdo,  lleguemos  á alcanzar  soluciones  concretas 
sobre  muchos  problemas  etiológicos  que  actualmente  se  deba- 
ten en  uno  y otro  continente.  Este  debe  ser  el  fin  principal 
que  se  proponga  alcanzar  este  Congreso. 

Yo  espero  que  esta  reunión  de  médicos  trabajadores,  que 
ejercen  en  países  situados  bajo  diversos  climas  y á distintas 
alturas,  ó en  localidades  diferentes  de  nuestra  propia  Isla,  sea 
de  grandísima  utilidad  para  el  exclarecimiento  de  muchos 
hechos  que  pertenecen  á la  Patología  de  la  niñez. 


Lectura  del  trabajo  del  Dr.  Fitch: 

Discusión. 

Dr.  Delfín:  Conceptúa  este  trabajo  como  un  reclamo  para 

el  fabricante.  Dice  que  en  la  alimentación  del  niño,  la 
vigilancia  del  médico  es  la  parte  principal;  que  todo  lo 
demás  es  empírico  y que  los  médicos  no  deben  fijarse 
en  un  preparado  exclusivamente. 

Dr.  Muñoz  Acosta:  Apoya  la  primera  idea  del  Dr.  Delfín 

y manifiesta  que  no  debe  hacerse  uso  exclusivamente 
del  alimento  que  describe  el  Dr.  Fitch,  teniendo  pre- 
sente que  antes  de  recurrir  á ese  alimento  que  tanto 
recomienda,  existe  la  lactancia  materna,  y por  seme- 
jarse á ésta,  la  leche  de  burra  ó la  leche  esterilizada, 
dado  caso  de  no  poder  hacer  uso  de  las  dos  primeras. 

Dr.  ArósTEGUI:  Dice  que  la  alimentación  materna  es  la  na- 

tural y que  todas  las  demás  llenan  las  necesidades  del 


momento.  Compara  la  digestión  y la  nutrición  del  ni- 
ño alimentado  en  una  y otra  forma,  y concluye  reco- 
mendando la  primera.  Agrega  que  los  medios  de  ali- 
mentación artificial  están  aún  en  estudio. 

Dr.  Cantero:  Prefiere  en  la  alimentación  artificial  la  leche 

esterilizada. 

El  Presidente:  Expone  los  principios  generales  sobre  que 

reposa  la  alimentación  artificial,  haciendo  ver  los  esco- 
llos con  que  se  tropieza  á menudo  en  la  práctica  diaria. 
Dice  que  ningún  método  puede  proclamarse  como  el 
mejor,  y que  cada  problema,  cada  caso,  hay  que  resol- 
verlo de  un  modo  especial,  después  de  un  estudio  mi- 
nucioso del  niño  y de  las  condiciones  que  le  rodean. 
Aludiendo  al  caso  práctico  citado  por  el  Dr.  Fitch,  dice 
que  se  comprende  que  el  niño  hubiera  podido  soportar 
el  alimento,  por  haberlo  ingerido  á una  edad  en  que,  de 
hábito,  la  digestión  intestinal  es  más  perfecta.  A su 
juicio  el  alimento  de  Wyeth  no  está  completamente 
dextrinizado,  una  parte  del  almidón  tendría  que  ser 
transformado  en  el  tubo  digestivo,  y por  consiguiente 
sería  impropio  en  los  niños  muy  pequeños,  en  los  cua- 
les la  función  pancreática  no  ha  alcanzado  aún  su  com- 
pleto desarrollo.  Por  otra  parte,  los  alimentos  artificia- 
les, que  no  están  exentos  de  inconvenientes,  tienen  sus 
indicaciones  especiales  y no  deben  usarse  sino  en  ni- 
ños que  demuestren  tolerarlos  bien. 


Lectura  del  trabajo  del  Dr.  Aróstegui: 

Discusión. 

Dr.  Delfín:  Le  llama  la  atención  que  el  Dr.  Aróstegui  no 

refiera  ninguna  autopsia  hecha  por  él  en  niños  muer- 
tos de  tétanos;  y refiere  casos  de  úlceras  umbilicales  de 
los  recién  nacidos  en  que  se  presentan  convulsiones  te- 
taniformes  fáciles  de  confundir  con  el  verdadero  téta- 
nos. Relata  un  caso  de  tétanos  curado  por  él  en  un 
niño,  atribuyendo  el  hecho  á la  ingestión  de  alguna 
toxina  de  acción  tetánica,  pues  en  nn  análisis  de  una 
leche  cuya  ingestión  determinó  fenómenos  tetánicos, 
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encontró  una  ptomaína  que  inyectada  á los  curíeles, 
reaccionaba  en  ellos  del  mismo  modo  que  el  tétanos. 
Se  refiere  por  último  á la  facilidad  de  inoculación  del 
tétanos,  relatando  con  ese  motivo  el  Hecho  de  que  una 
astilla  de  palma  produjo  esa  enfermedad  y la  muerte 
á un  individuo  y causaba  la  misma  dolencia  á cuantos 
animales  se  les  clavaba  en  el  cuerpo;  y en  el  Labora- 
torio observó  que  cuantos  curíeles  se  ponían  en  aque- 
lla jaula  donde  se  habían  alojado  curíeles  tetánicos, 
morían  también  tetanizados. 

Dr.  Muñoz  Acosta:  Juzga  interesante  el  asunto  tratado  por 

el  Dr.  Aróstegui  y cree  que  los  movimientos  respirato- 
rios se  suspenden  durante  las  crisis  convulsivas,  regu- 
larizándose algo  en  los  intervalos  de  calma  y ocurriendo 
la  muerte  por  asfixia,  producida  por  la  participación 
de  los  músculos  respiratorios  en  las  contracciones 
espasmódicas,  características  de  esa  enfermedad. 

El  Presidente:  Dice  que  al  lado  de  los  casos  de  tétanos 

verdadero,  debidos  al  bacilo  de  Nicolaier,  hay  que  te- 
ner presente  para  el  diagnóstico,  los  estados  tetanoideos, 
ya  de  origen  reflejo  ó de  origen  microbiano  también. 
Confirma  la  opinión  expresada  por  Aróstegui  de  que 
el  tétanos  neonatorum  es  menos  frecuente  desde  que  se 
hacen  curaciones  asépticas  del  ombligo.  Refiere  un  ca- 
so que  asistió,  con  el  Dr.  Sotolongo,  de  principio  tar- 
dío y marcha  sub-aguda  en  el  cual  se  obtuvo  la  cura- 
ción completa  á beneficio  del  doral  al  principio  y del 
salicilato  de  sosa  después.  Agrega  que  los  anteceden- 
tes hereditarios  juegan  un  papel  importante  en  la  etio- 
logía del  mal  y con  este  motivo  hace  referencia  á un 
caso  singular  de  una  primípara  histero-epiléptica,  que 
dio  á luz  rápidamente  bajo  el  influjo  de  una  sugestión 
mental.  A su  vista  nació  la  niña  en  el  estado  conocido 
con  el  nombre  de  miotomia  congenita  y ofreció  al  tercer 
día  el  cuadro  completo  del  tétanos  infantil,  muriendo 
dos  días  más  tarde,  con  los  signos  clásicos  de  contrac- 
ciones, opistótonos,  cianosis  é hiperpirexia.  Por  último, 
recuerda  también  los  trabajos  del  malogrado  Dr.  Ro- 
yero  sobre  la  terapéutica  de  esa  enfermedad,  en  espe- 
cial, del  empleo  de  las  inyecciones  subcutáneas  de  ese- 
rina. 
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Dr.  Ferrán:  Pregunta  si  eran  sifilíticos  los  padres  del  niño 

referido  por  el  Dr.  Dueñas,  pues  ha  observado  un  ca- 
so parecido  en  que  existían  esos  antecedentes. 

El  Presidente:  No  había  historia  de  sífilis  en  los  ascen- 

dientes. 

Dr.  Aróstegui:  Agradece  las  frases  de  sus  compañeros  y 

contesta  al  Dr.  Delfín,  haciendo  ver  la  imposibilidad 
de  practicar  autopsias  hasta  el  día  y que  los  casos  que 
ha  observado  han  sido  en  la  clientela  privada.  Dice 
que  en  su  trabajo  se  ha  referido  á los  estados  tetanifor- 
mes.  Insiste  en  lo  curioso  que  son  los  casos  que  se  han 
relatado.  Al  Dr.  Muñoz  Acosta  le  da  las  gracias  y se 
muestra  conforme  con  sus  apreciaciones.  Al  Dr.  Due- 
ñas da  las  gracias  también  por  el  interés  con  que  ha 
escuchado  su  trabajo  y se  extiende  lnego  sobre  los  ca- 
sos que  ha  descrito  y que  deben  quedar  consignados, 
insistiendo  por  último  en  la  necesidad  de  atender  en 
todos  los  estados  convulsivos  á la  herencia  nerviosa. 


Sesión  del  5 de  Febrero 

(]VIañapa) 

Lectura  del  trabajo  del  Dr.  Calvo: 

Discusión. 

Dr.  Delfín:  Dice  que  es  sensible  que  los  prácticos  que  no 

están  consagrados  á la  especialidad  de  la  infancia,  se 
entretengan  en  buscar  causas  traídas  por  los  cabellos, 
cuando  tan  fácil  es  hallarlas  en  la  vida  sencilla  de  los 
niños.  Confirma  las  observaciones  del  Dr.  Calvo  y 
refiere  otras  en  que  niños  estenuados  por  las  diarreas 
más  incoercibles  curaron  por  las  inyecciones  de  suero 
artificial.  El  llamar  perniciosos  á todos  los  ataques  ines- 
perados, era  una  antigua  costumbre  y se  vé  en  las  esta- 
dísticas demográficas  que  las  perniciosas  van  desapa- 
reciendo de  los  cuadros,  á medida  que  se  realizan  los 
diagnósticos  racionales. 
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Dr.  Aróstegui:  Cree  que  en  la  mayor  parte  de  los  casos  de 

eclampsia,  se  trata  de  estercoremias  ó de  intoxicacio- 
nes alimenticias  y que  debe  atenderse  á la  herencia  neu- 
ropática.  Dice  que  muchos  de  esos  enfermitos  son  futu- 
ros epilépticos,  y aludiendo  á las  inyecciones  de  suero, 
recuerda  la  urticaria  como  una  de  las  complicaciones 
principales  por  el  malestar  que  produce  á los  pacientes. 

Dr.  Muñoz  Acosta:  El  interés  que  le  produce  el  trabajo 

del  Dr.  Calvo,  le  hace  mencionar  dos  casos  de  niños 
diagnosticados  de  fiebre  perniciosa,  tal  vez  por  tener 
ataques  de  eclampsia  y temperatura  elevada,  los  cuales 
curaron  rápidamente  bajo  la  influencia  de  un  plan 
evacuante  enérgico,  asociado  á baños  generales,  lava- 
dos intestinales  prolongados  é inyecciones  de  suero 
artificial,  cuando  el  pulso  y las  fuerzas  decaían. 

Dr.  Ecay:  Recuerda  su  práctica  en  los  casos  de  enfermeda- 

des de  niños  que  tienen  relación  con  trastornos  diges- 
tivos y que  consiste  en  investigar  la  clase  de  alimenta- 
ción á que  ha  estado  sometido  el  niño  y si  ha  habido 
algún  cambio  en  ella,  porque  ha  observado,  y esta  prác- 
tica le  ha  servido  mucho  para  ello,  que  en  ocasiones, 
hasta  el  cambio  de  agua  ha  sido  capaz  de  perturbar  la 
función,  llegando  á presentarse  en  algunos  casos  has- 
ta la  forma  eclámptica  y que  además,  el  tratamiento 
por  la  dieta  hídrica,  que  á su  juicio  no  es  más  que  un 
descanso  del  aparato  digestivo,  ha  bastado  para  resta- 
blecer el  equilibrio  de  la  función,  desapareciendo  todos 
los  síntomas  alarmantes  del  mal. 

Dr.  Calvo:  Contesta  al  Dr.  Aróstegui  que  en  ninguno  de 

los  enfermitos  que  ha  descrito  en  su  trabajo,  ha  podido 
comprobar  antecedentes  neuropáticos  por  parte  de  los 
padres,  y que  sólo  á la  ingesta  hacía  responsable  de 
los  trastornos  señalados. 

El  Presidente:  Apoyando  las  afirmaciones  hechas  en  el 

interesante  trabajo  del  Dr.  Calvo  sobre  la  fiebre  perni- 
ciosa, se  congratula  de  ver  cómo  tiende  á aceptarse  hoy 
por  muchos  médicos,  la  patogenia  intestinal  de  una 
gran  parte  de  las  convulsiones  infantiles,  que  se  refe- 
rían, antes  del  año  de  1890,  casi  exclusivamente  al  pa- 
ludismo pernicioso,  según  hizo  notar  en  el  trabajo  que 
presentó  al  Primer  Congreso  Médico  Regional  Cuba- 
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no,  sobre  el  empleo  de  la  quinina  en  la  Habana.  Lla- 
ma la  atención  sobre  muchas  causas  de  error,  y entre 
ellas,  la  de  no  tener  en  cuenta  las  dimensiones  norma- 
les del  hígado  en  la  edad  temprana  que  hace  que  se 
tomen  por  infartos  hepáticos  caracteres  que  correspon- 
den al  estado  fisiológico.  El  aumento  de  volumen  del 
hígado  se  observa  también  en  las  infecciones  que  tie- 
nen su  origen  en  el  intestino,  debiendo  recordarse  por 
último  la  posibilidad  de  encontrar  el  bazo  aumentado 
en  niños  raquíticos  ó sujetos  á infecciones  intestinales 
repetidas.  Desde  el  punto  de  vista  patogénico,  recuer- 
da enseguida  la  necesidad  de  distinguir  la  eclampsia 
de  origen  reflejo,  de  la  que  se  debe  á la  hiperpirexia,  á 
la  acción  de  las  toxinas  ó á algunas  de  estas  causas 
combinadas.  Refiere  un  caso  de  ingesta  grave  por  fri- 
joles medio  cocidos,  que  determinó  la  muerte  al  día 
siguiente,  después  de  la  expulsión  completa  de  la  ma- 
teria pecante,  con  fenómenos  de  meningitis  cerebro-es- 
pinal secundaria.  Hoy  están  á la  orden  del  día  los  es- 
tudios de  estas  meningitis,  cuyo  diagnóstico  clínico  y 
etiológico  es  de  la  mayor  importancia.  Desde  el  punto 
de  vista  terapéutico,  hace  resaltar  las  ventajas  del  ca- 
lomel, la  antisepsia  intestinal,  los  baños  progresiva- 
mente enfriados  y las  inyecciones  de  suero  artificial, 
sólo  ó asociado  á la  cafeína. 


Lectura  del  trabajo  del  Dr.  Edelman: 

Discusión. 

Dr.  Delfín:  Siente  qne  el  Dr.  Edelmann  no  haya  traído  la 

observación  completa  y cree  que  se  trataba  de  un  gran 
traumatismo,  pues  recuerda  haber  visto  al  niño  en  un 
estado  gravísimo;  tanto,  que  cuando  Edelmann  lo  colgó, 
temió  que  se  muriera.  Luego,  ha  visto  al  niño  comple- 
tamente curado. 

Dr.  Saladrigas:  Opina  que  es  interesante  la  observación 

leída  por  el  Dr.  Edelman,  pero  señala  ciertas  deficien- 
cias que  hacen  obscuro  no  sólo  el  diagnóstico,  sino 
también  la  patogenia  de  los  fenómenos  que  se  advirtie- 
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ron  en  el  enfermo  objeto  de  esa  nota  clínica.  Primera- 
mente bay  necesidad  de  eliminar  las  lesiones  centrales. 
Segundo:  hay  necesidad  de  estudiar  la  naturaleza  de 
la  paraplegia  transitoria  observada  en  el  enfermito;  y 
por  último,  es  imprescindible  hacer  el  diagnóstico  no- 
sológico.  Desde  el  punto  de  vista  de  la  anatomía  pato- 
lógica, trata  de  establecer  después  el  diagnóstico  proba- 
ble de  lo  que  hubo  de  sufrir  el  niño  de  esta  observación, 
y recomienda  y pide  al  Dr.  Edelmann  mayor  suma  de 
datos  para  poder  precisar  lo  que  padeció  su  enfermito. 

Dr.  Edelman:  Dice  que  no  conserva  más  datos  sobre  el  ca- 

so que  los  ya  referidos,  y que  el  Dr.  Delfín  cree  que  el 
niño  sufrió  un  gran  golpe  en  la  cabeza. 

Dr.  Aróstegui:  Considera  el  mal  de  Pott  como  una  enfer- 

medad esencialmente  tuberculosa  y no  sabe  cómo  pue- 
de curarse  en  tan  corto  plazo  una  afección  tan  avanza- 
da. Habla  del  enderezamiento  brusco  de  la  columna 
vertebral  en  estos  casos  y rechaza  de  igual  modo  que 
Calot,  la  intervención  cruenta  en  los  abcesos. 

El  PRESIDENTE:  Sostiene  que  faltan  más  datos  para  formar 

un  diagnóstico  con  toda  exactitud. 


Sesiói?  del  5 de  Febrero 

(Tarde ) 

Lectura  del  trabajo  del  Dr.  Dueñas  sobre  Tuberculosis  de  los 
órganos  genitales  internos  femeninos. 

Discusión. 

Dr.  Saladrigas:  Dice  que  el  trabajo  del  Dr.  Dueñas  no  só- 

lo está  bien  estudiado  sino  bien  escrito,  al  punto  de  re- 
conocer que  se  hallan  tomadas  todas  las  avenidas  por 
las  que  pudiera  hacerse  una  seria  argumentación.  To- 
dos los  problemas  de  etiología  y de  patogenia  le  parecen 
perfectamente  expuestos.  Pero  se  pregunta  si  dentro 
de  la  ingeniosa  y práctica  teoría  de  la  bacilemia,  podría 
explicarse  en  el  enfermo  la  fijación  del  proceso  tubercu- 
loso. Que  esta  apreciación  á su  juicio,  tiene  en  el  caso 


que  se  discute  verdadera  importancia.  Este  modo  de  tu- 
berculizarse es  bastante  corriente  en  los  niños,  sin  que 
esta  opinión  afecte  en  nada  á las  consideraciones  tan 
escrupulosamente  expuestas  por  el  Dr.  Dueñas. 

Dr.  Ferrán:  Hace  xiotar  que  según  el  análisis  histológico 

presentado,  el  Dr.  Dueñas  específica  que  las  lesiones 
tuberculosas  eran  excéntricas,  es  decir,  que  las  encon- 
tradas en  el  ovario  eran  más  antiguas  que  las  del  perito- 
neo y demás  órganos  atacados.  Y si  se  tiene  en  cuenta, 
en  primer  lugar,  la  carencia  de  antecedentes  tuberculo- 
sos en  la  familia,  y en  segundo  lugar,  la  ausencia  de  to- 
da lesión  tuberculosa  en  la  pleura  y pulmones,  órganos 
de  elección  de  la  enfermedad  de  Koch,  así  como  tam- 
bién el  hecho  de  que  niguna  otra  parte  de  la  economía 
se  encuentre  atacada  por  la  dolencia  que  nos  ocupa, 
debe  sospecharse  que  la  infección  en  el  presente  caso 
se  ha  verificado  por  la  vía  vaginal.  No  debe  extrañar- 
nos la  ausencia  de  flujo  por  este  órgano  al  ser  invadi- 
do, hecho  que  si  puede  haberse  observado  con  frecuen- 
cia, no  se  debe  tener  como  constante  é infalible.  La 
infección  puede  muy  bien  y quizá  ciertamente  haber 
penetrado  por  esa  vía,  sin  haber  despertado  fenómenos 
de  reacción  local,  porque  el  medio  no  le  fuese  propicio 
para  su  desarrollo,  lo  que  no  tiene  nada  de  extraño, 
tratándose  de  la  vagina  cuya  tuberculización  es  rara: 
ella  ha  sido  el  medio  y la  emigración  se  ha  verificado 
hasta  el  ovario  y trompas  donde  se  ha  desarrollado  pri- 
mitivamente, para  trasladarse  más  tarde  al  peritoneo, 
despertando  los  fenómenos  citados.  Esto  se  encuentra 
confirmado  tanto  más  cuanto  que  en  el  mismo  ovario 
la  lesión  progresaba  de  dentro  á afuera,  del  interior  del 
órgano  á su  superficie. 

Dr.  Aróstegui:  Se  extraña  de  que  un  caso  tan  adelantado 

no  presente  tuberculosis  en  el  pulmón  y opina  que  sólo 
pueden  operarse  aquellos  que  no  estén  generalizados  á 
otras  visceras. 

Dr.  García  Rijo:  La  lectura  del  trabajo  del  Dr.  Dueñas  le 

lleva  á considerar  sucesivamente  las  siguientes  cues- 
tiones: 1.a  La  tuberculosis  puede  manifestarse  primi- 
tivamente en  distintos  órganos  y regiones  anatómicas, 
permaneciendo  localizada  durante  nn  tiempo  más  ó 
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menos  largo  y siguiendo  á veces  una  marcha  insidio- 
sa. Cualquier  foco  tuberculoso  puede  ser  el  punto  de 
partida  de  una  infección  general  más  ó menos  extensa 
y hasta  aguda,  haciéndose  á veces  difícil  precisar  dicho 
punto  de  partida.  En  apoyo  de  esto,  cita  el  caso  de  un 
enfermo  que  vio  en  París.  Se  quejaba  de  ciática,  pri- 
mero derecha  y luego  doble.  El  enfermo  se  demacraba 
lenta  y gradualmente.  Después  de  varios  minuciosos 
exámenes  fué  cuando  pudo  precisarse  la  enfermedad, 
al  observar  que  existía  una  ligerísima  albuminuria  y 
una  pequeña  fístula  epididimaria  abierta  en  la  cara 
posterior  del  escroto,  indolente  y sin  aumento  sensible 
del  epidídimo.  El  enfermo  tenía  una  tuberculosis  gé- 
nito-urinaria  que  había  evolucionado  muy  silenciosa- 
mente, pues  en  la  autopsia,  que  no  tardó  mucho  en 
realizarse,  encontráronse  ambos  riñones  convertidos 
en  enormes  cavernas:  el  derecho  casi  no  era  ya  más 
que  un  saco  de  substancia  caseosa,  sin  tejido  renal;  los 
uréteres,  engrosados,  distendidos,  ulcerados;  la  vejiga 
profundamente  ulcerada  al  nivel  del  cuello,  sin  que  el 
enfermo  se  quejase  de  disuria,  ni  poca  ni  mucha,  cosa 
rara,  dada  la  frecuencia  de  la  forma  dolorosa  de  la  cis- 
titis tuberculosa.  2^  A propósito  de  las  ascitis  que  so- 
brevienen á veces  bajo  la  influencia  de  causas  múlti- 
ples, peritoneales  ó extraperitoneales,  cita  el  orador 
otro  hecho  curioso.  En  1897,  asistió  en  la  Habana  un 
enfermo  de  Trinidad,  que  presentaba  una  ascitis  enor- 
me con  ortopnea,  oliguria  (200  á 250  gramos  en  las 
24  horas),  insuficiencia  mitral  sin  aritmia.  Sospechas 
de  tumor  abdominal,  probablemente  mesentérico.  Vis- 
to en  junta  con  un  eminente  cirujano,  éste  opinó  qne 
no  debía  intentarse  la  laparotomía,  ni  aún  exploradora, 
por  razón  del  estado  caquéctico  en  que  se  encontraba 
el  enfermo.  En  esas  condiciones,  aplicó  inyecciones 
de  suero  equino.  Pues  bien,  la  orina  aumentó:  la  as- 
citis desapareció,  así  como  la  disnea;  el  apetito  fné  re- 
naciendo á la  vez  que  las  fuerzas,  al  extremo  de  poder 
hacer  largas  jornadas  á pié  sin  cansarse.  Al  cabo  de 
nn  mes,  fné  presentado  nnevamente  dicho  enfermo  al 
cirujano,  quien  no  pudo  ocultar  su  asombro  al  obser- 
var tan  notable  transformación.  Sin  pretender  pedir  al 
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suero  equino,  la  curación  absoluta  de  enfermos  de  esa 
clase,  cree  el  orador  que  bien  puede  recomendarse  la 
seroterapia  como  capaz  de  levantar  un  organismo  arrui- 
nado, caquéctico,  en  circunstancias  á veces  en  que  el 
médico  puede  encontrarse  desarmado  y en  que  la  ciru- 
gía tiene  que  encogerse  de  hombros. 

El  Presidente:  Da  las  gracias  á sus  compañeros  por  la  ma- 

nera cómo  han  respondido  al  interés  que  ha  podido  des- 
pertar en  ellos  su  trabajo.  Observa  el  acuerdo  que 
reina  entre  su  opinión  y la  del  Dr.  Saladrigas  respec- 
to al  mecanismo  patogénico  de  la  lesión  genital  de  sn 
enferma.  Manifiesta  al  Dr.  Ferrán,  que  todas  las  con- 
sideraciones que  hace  para  apoyar  su  criterio  acerca 
de  la  infección  por  la  vía  vaginal,  se  las  ha  hecho  á sí 
mismo  y así  constan  en  la  discusión  patogénica  que 
figura  en  su  trabajo;  pero  que  no  son  suficientes,  sin 
embargo,  para  admitir  sin  titubear  esa  vía  de  infec- 
ción, si  hemos  de  atenernos  á los  hechos  descritos  y 
recopilados  hasta  hoy.  Sin  rechazar  en  absoluto  la  in- 
terpretación patogénica  que  más  parece  agradar  al 
Dr.  Ferrán,  insiste  nuevamente  en  la  necesidad  de 
aceptar  como  más  probable,  el  origen  bacilémico.  Con- 
testa al  Dr.  Aróstegui,  que  hasta  donde  es  posible  al 
clínico  diagnosticar  una  afección  tuberculosa  de  los  ór- 
ganos torácicos,  puede  asegurar  que  su  enfermita  se 
hallaba  libre  de  ella,  pues  no  había  síntomas  funcio- 
nales y la  exploración  tampoco  permitía  suponer  altera- 
ciones de  ninguna  clase.  Además,  la  enferma  ha  segui- 
do bien.  Ha  sabido  recientemente  de  ella  al  pretender 
que  la  trajesen  del  campo  para  exhibirla  en  esta  sesión. 
Está  muy  repuesta  y no  ofrece  síntomas  sospechosos 
de  enfermedad  pulmonar.  Agradece  al  Dr.  García  Ri- 
jo las  reflexiones  que  le  ha  sugerido  la  lectura  de  su 
observación  y la  narración  tan  instructiva  de  los  he- 
chos clínicos  expuestos. 
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Sesión  de  clausura  del  7 de  Febrero 


Lectura  del  trabajo  del  Dr.  Dueñas  sobre  Pleuresía: 

Discusión . 

Dr.  Calvo:  Encuentra  de  sumo  interés  el  caso  presentado 

por  el  Dr.  Dueñas,  siendo  tan  poco  frecuentes  los  he- 
chos de  semejantes  pleuresías  en  los  primeros  días  de  la 
vida.  Cree  que  la  observación  es  muy  completa,  por 
ocuparse  el  autor  tanto  de  la  parte  clínica  y diagnósti- 
ca como  también  de  la  parte  bacteriológica. 

Dr.  PoncE:  Pregunta  si  se  había  hecho  el  análisis  del  pus 

del  conducto  auditivo. 

El  Presidente:  Faltó  en  efecto,  recoger  ese  dato  que  hu- 

biera sido  interesante,  ya  que  desde  el  punto  de  vista 
patogénico  podría  servir  la  otitis  para  explicar  la  in- 
fección secundaria  de  los  órganos  respiratorios  por  los 
microbios  piogenos  procedentes  del  conducto  auditivo, 
que  según  se  sabe,  pueden  pasar  á través  de  la  trompa 
y de  la  laringe  para  infectar  sucesivamente  el  pulmón 
y la  pleura.  Prefiere,  sin  embargo,  considerar  el  caso 
como  de  septicemia  generalizada  con  determinaciones 
locales  múltiples,  viscerales,  ganglionares  y cutáneas. 

Dr.  Aróstegui:  Señala  la  importancia  de  la  observación. 

Dice  que  si  se  buscara,  se  encontraría  con  más  frecuen- 
cia la  pleuresía  en  la  baja  infancia.  Es  el  caso  de  me- 
nor edad  que  recuerda,  pues  de  los  69  casos  observados 
en  el  “New  York  Foundling  Hospital”,  de  niños  me- 
nores dedos  años,  el  más  joven  tenía  sólo  dos  meses  y 
diecinueve  días.  Aplaude  la  punción  exploradora  antes 
de  realizar  la  pleurotomía,  estando  de  acuerdo  en  la 
gravedad  del  pronóstico;  y,  por  último,  dice  que  vista 
la  multiplicidad  de  los  abcesos  y la  coincidencia  de  la 
septicemia  materna,  los  antiguos  habrían  colocado  la 
observación  bajo  el  rubro  de  septicemia  de  los  recién 
nacidos;  que  en  ese  caso  la  pleuresía  no  era  “función 
de  tuberculosis”,  como  diría  Landouzy,  sino  función 
de  septicemia. 


515 


El  Presidente:  Agrega  que  ha  interpretado  así  la  patoge- 

nia del  caso  considerándolo  como  enfermedad;  pero  que 
siendo  la  localización  preponderante  la  pleuro-pulmo- 
nar,  prefirió  clasificarlo  de  ese  modo,  por  convenir  más 
á la  descripción  del  hecho  clínico  culminante,  á sus 
dificultades  diagnósticas  y ála  intervención  operatoria 
que  reclamaba  como  afección. 


Lectura  del  trabajo  del  Dr.  Guerra: 

Discusión. 

Dr.  AróstEGüi:  Cree  la  observación  rara  é interesante: 

aplaude  la  intervención  y las  pocas  manipulaciones  de 
taxis.  Cree  que  es  de  las  hernias  menos  frecuentes  en 
los  niños;  pero  la  prudencia  siempre  obliga  á andar  con 
mucho  cuidado  en  la  dilatación  de  las  adenitis  crura- 
les, por  temor  de  encontrar  una  hernia  en  dicha  región. 
Refiere  haber  visto  operar  al  Dr.  Coley  en  New  York 
gran  número  de  hernias  inguinales  en  los  niños;  pero 
no  recuerda  ninguna  crural.  Hace  elogios  de  la  habi- 
lidad y maestría  del  joven  cirujano  y concluye  dicien- 
do que  en  el  Hospital  de  Crippled  and  Ruptured,  apli- 
caban una  curación  antiséptica  ordinaria  y después  un 
vendaje  de  yeso  en  todo  el  miembro  inferior.  Que  era 
tal  la  maestría  de  su  amigo  el  Dr.  Coley,  que  le  vio 
hacer  tres  operaciones,  mientras  otro  operador  á su  la- 
do, que  había  empezado  al  mismo  tiempo  que  él,  no 
había  terminado  aún  la  primera. 

El  Presidente:  Enumerando  las  hernias  de  la  infancia  por 

orden  de  frecuencia,  coloca  la  umbilical  en  primer  tér- 
mino, luego  las  inguinales,  después  las  ventrales,  y, 
por  último,  las  crurales.  Dice  que  éstas  son  tan  raras, 
que  Saint  Germain  sólo  la  observó  cinco  veces  en  niños 
menores  de  10  años,  todos  del  sexo  femenino.  Conoce 
otra  observación  de  hernia  crural  en  la  infancia,  que 
leyó  en  un  periódico  que  casualmente  vino  á sus  ma- 
nos, pero  no  le  es  posible  recordar  el  título,  ni  el  nom- 
bre del  operador.  La  observación  del  Dr.  Guerra,  aña- 
de, es  de  las  más  interetes  y merece  y es  también  una 
fortuna,  que  figure  en  la  literatura  médica  cubana. 


A STUDY  OF  ARTIFICIAL  INFANT  FEEDING 

BY 

W.  E.  FITCH,  M.  V>. 

( SAVANNAH,  GA.  ) 


The  attempt  to  prepare  by  artificial  means  a good  substitute  for  mother’s  milk 
is  a subject  on  which,  of  late  years,  a vast  amount  of  thought,  scientific  research 
and  ingenuity  have  been  expended.  In  seeking  a substitute  one  naturally  turns  to 
domestic  animals  for  the  source  of  supply;  cow’s  milk  being  usually  selected  because 
being  plentiful  it  is  easily  obtained  and  cheap.  There  are  many  women  who,  no 
matter  how  willing,  are  completely  unable  to  suckle  their  offspring,  and  a large 
number  in  whom  the  secretion  of  milk  fails  after  a few  weeks  or  months  of  lactation. 
These  must  resort  to  artificial  feeding. 

To  ensure  success  in  artificial  feeding — always  a difficult  task — it  is  important 
to  make  a detailed  study  of  the  following  questions: 

(a)  The  selection  of  a proper  substitute  for  the  natural  food — the  breast  milk. 

(b)  The  quantity  to  be  given;  the  method  of  preparation. 

(c)  The  mode  of  administration,  and  (d)  the  means  of  preservation. 

Owing  to  a series  of  causes  incident  to  modern  civilization  artificial  feeding  is 

rapidly  replacing  mother’s  milk  as  a food. 

The  chief  problem,  therefore,  in  regard  to  the  preparation  of  a satisfactory 
infant  food  is,  howto  best  adapt  it  for  intestinal  digestion — for  it  must  be  remember- 
ed, that  the  stomach  is  not  the  organ  most  concerned  in  the  digestion  of  milk; 
according  to  Traube  the  stomach  is  only  a temporary  holder,  complete  digestion 
taking  place  in  the  small  intestine. 

COMPOSITION  OF  MOTHER’S  MIRK 


This  question  is  a much  more  complicated  one  than  has  been  thought.  It  has 
been  presumed  too  much  that  all  mother’s  milk  confirmed  to  a definite  standard. 
As  a matter  of  fact,  it  is  well  known  that  a baby  will  thrive  on  one  woman’s  milk 
and  not  on  another’s.  According  to  Rotch  of  Boston  the  average  human  milk  has 
the  following  analysis: 


Keaction 

Spr.  gr 

Water 

I Fats 

Total  ' Sugar  ... 
Solids.  ( Proteids 
' Ash 


slightly  alkaline 

.1.030 


,87.88 

.3-4 

.6-7 

.1-2 

.0.1-01 


1312 


Monti,  who  in  recent  years  has  made  a large  series  of  analyses  of  mother’s 
milk,  says  that  its  constitution  is  only  more  or  less  constant.  We  know  that  its 
composition  varies  from  time  to  time  during  the  day  and  even  from  minute  to 
minute  during  a single  nursing.  It  has  been  said  that  there  is  more  albumin  in 
woman’s  milk  than  in  cow’s  milk,  but  it  is  doubtful  whether  all  this  albumin  exists 
as  casein.  Pfeiffer  says  that  all  nitrogenous  substances  in  milk  exist  in  the  form 
of  casein,  but  this  it  not  universally  accepted.  There  are  analyses  of  mother’s  milk 
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that  seem  to  show  that  it  contains  less  albumin  than  that  of  cow’s  milk.  There  is 
no  doubt  that  there  is  more  phosphorus  and  less  sulphur  in  mother’s  milk  than  in 
cow’s  milk.  Besides  the  phosphorus  exists  in  the  shape  of  acids  in  salts  which  are 
not  so  easily  precipitated  from  their  solution  in  woman’s  milk  and  so  are  much 
more  easy  of  absorption.  Analyses  vary  as  to  the  comparative  amount  of  proteids 
and  nuclein  in  different  milks.  It  is  agreed  that  the  milk-curdling  ferment  forms 
larger  curds  from  cow’s  milk  than  from  woman’s  milk  and  this  is  an  important 
element  in  their  comparative  digestibility.  Nearly  all  the  phosphorus  in  woman’s 
milk  exists  in  the  shape  of  organic  compounds,  while  in  cow’s  milk  the  phosphorous 
salts  occur  as  organic  bodies  rather  difficult  of  assimilation,  and  hence  it  is  that 
rachitis  is  so  apt  to  develop  in  bottle-fed  babies.  The  amount  of  iron  in  the  two 
milks  is  about  the  same.  There  is  less  sodium  in  cow’s  milk,  which  shows  the 
necessity  for  the  addition  of  sodium  chlorid  for  artificial  feeding.  The  advisability 
of  the  addition  of  malt  and  cereals  was  noticed  clinically  by  the  writer  after  many 
failures  in  attempting  to  find  a suitable  food  for  infants. 

COMPOSITION  OF  COW’S  MILK 


Cow’s  milk,  according  to  Rotch  of  Boston,  has  the  following  analysis: 


Reaction 

Spr.  gr 

Fat 

Sugar 

Proteids 

Mineral  matter. 


.slightly  acid 

.1.032 

.4.04 

,4.55 

.4.15 

.0.71 


Total  solids 13.45 

Water 86.55 


From  the  above  analyses  we  see  that  milk  contains  sugar,  fats  and  albumin- 
oids, materials  sometimes  most  difficult  to  digest  — unaided.  Malt,  on  account  of 
its  diastatic  action,  is  here  of  the  greatest  service,  combining  with  the  pancreatic 
secretion  in  changing  starch  into  glucose.  In  any  infant  food,  starch,  whether 
constituting  a part  or  ingredient  of  barley-water,  flour,  meal,  etc:,  is  usually  pres- 
ent and  is  for  important  reasons  practically  in  all  artificial  foods.  The  complete 
digestion  of  milk  must  be  obtained,  or  the  food  fails  to  serve  its  purpose,  and  falls 
below  the  standard  of  proper  usefulness. 

MILK  SUGAR 


Rotch ’s  original  suggestion  for  the  modification  of  cow’s  milk  included  the 
addition  of  milk  sugar  in  order  to  make  up  what  was  lacking  in  cow’s  milk  as 
compared  with  woman’s  milk.  There  is  some  reason  to  doubt,  however,  whether 
the  milk  sugar  in  woman’s  milk  is  the  same  as  that  in  cow’s  milk.  The  milk  sugar 
obtained  in  the  ordinary  avenues  of  commerce  is  often  impure.  Besides,  it  is 
probable  that  there  is  not  in  any  cow’s  milk  enough  milk  sugar  to  accomplish  the 
purposes  that  substance  has  in  the  food.  Some  of  the  sugar  of  milk  is  absorbed  as 
galactose  and  glucose. 

Lactose  and  maltose  accomplishes  a good  purpose  when  infants  are  const- 
ipated. A slight  increase  of  the  amount  usually  added  to  the  milk  will  obviate  the 
necessity  for  the  use  of  laxatives. 

MALT  AND  cereal 


Illustrating  the  advisability  for  adding  malt  cereals  and  sodium  chloride  to 
cow’s  milk,  I will  briefly  report  a case  which  came  under  my  observation  some 
eight  or  ten  months  ago.  The  little  2-year  old  son  of  Mr.  B.  was  brought  to  me 
with  the  following  history:  At  birth  he  was  a fine  baby,  eight-pounder,  apd  grew 

nicely  for  the  first  few  weeks,  when  the  mother’s  milk  failed  to  sustain  the  child. 
It  became  emaciated,  had  no  appetite.  The  attending  physician  ordered  the  baby 
weaned  and  placed  on  condensed  milk.  The  digestive  organs  being  weak  the  milk 
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was  not  digested;  every  stool  contained  lumps  of  casein;  tlie  child  was  fretful, 
irritable,  and  at  the  age  of  one  year  weighed  only  20  pounds;  its  muscles  were  flabby, 
the  joints  large  and  prominent.  From  this  time  on  till  I was  called  the  child  was 
fed  with  all  kinds  of  prepared  foods,  including  cow’s  milk  in  various  dilutions, 
boiled  and  raw.  At  the  age  of  two  years,  when  I first  saw  the  boy,  he  was  approach- 
ing a rachitic  .state,  the  stomach  was  irritable,  vomited  nearly  everything  taken, 
enteritis  was  present,  child  passing  quantities  of  casein  (undigested  lumps  of  milk). 
The  child  had  never  walked  nor  talked,  and  had  only  the  incisor  teeth,  and  was  a 
helpless  living  skeleton.  A few  days  before  seeing  this  child  I rreceived  two  pound 
packages  of  “ Wyeth’s  Prepared  Food,”  which,  according  to  analysis  made  by  a 
competent  chemist,  is  found  to  contain  the  following: 


Wyeth’s  Prepared  Food. 


Albumi- 
Fat.  noids. 

2.76  16.90 


, Sugar \ 

Factose 
and  Cane 

Maltose  Sugar 

38  none 


Ash. 

Gluten  Pliospha- 
and  tes, 

Starch.  Chlor.,&. 

27  3.55 


While  so  little  fat  as  many  of  the  prepared  foods  contain  is  insufficient,  and 
there  should  be  present  in  any  infant’s  food  from  two  to  three  per  cent,  of  fat,  as 
much  as  four  per  cent,  is  considered  by  the  best  authorities  admissible,  and  when 
such  a large  percentage  is  desirable  in  any  particular  case,  the  addition  of  a table- 
spoonful of  cream  at  each  feeding  will  answer  the  purpose  admirably.  The  27  per 
cent,  of  glucose  and  starch  in  Wyeth’s  Prepared  Food  is  made  entirely  of  altered 
starch  and  gluten,  and  seeing  an  indication  in  this  case  for  malt,  milk  and  cereals, 
I gave  the  mother  both  packages  of  the  food,  with  full  instructions  for  its  use,  viz: 

Wyeth’s  Prepared  Food,  2 tablespoonfuls; 

Warm  water,  2 tablespoonfuls; 

Milk,  ]/2  pint; 

Cream,  1 teaspoonful; 

Sodium  chloride  [salt]  10  grains. 

This  amount  every  two  or  three  hours;  or  as  often  as  the  child  asked  for  food. 

I of  course  looked  after  the  enteritis  which  was  present;  first  gave  a mild 
mercurial,  followed  with  tannopine  in  8 grain  doses,  and  had  the  pleasure  of  the 
seeing  the  little  patient  begin  to  improve  after  the  first  few  days,  which  continued; 
bowels  resumed  a natural  condition,  the  stomach  became  quiet,  the  digestion 
improved,  and  after  a few  weeks  the  boy  became  strong,  the  balance  of  his  teeth 
appeared,  and  now,  after  eight  months  on  the  food,  he  is  well,  a fat,  rollicking 
boy,  walks  anywhere  and  talks  enough  for  two  boys,  and  now  goes  to  the  table  and 
eats  and  digests  ordinary  table  foods. 

Since  securing  such  pleasing  results  with  this  food  I have  continued  to  pre- 
scribe it  whenever  an  artificial  food  was  indicated. 


MODIFIED  MILK 

According  to  Dr.  H.  D.  Chaplin,  the  great  defect  in  percentage  feeding  is 
that  no  attention  is  paid  to  the  difference  in  composition  of  cow’s  milk  and  breast 
milk.  As  before  stated,  the  ingredients  in  the  milk  of  various  women,  and  even  in 
the  same  woman  at  various  times,  differ  very  much.  It  is  a question  of  experiment- 
ing until  the  most  suitable  food  is  found.  Not  all  children  will  thrive  on  modified 
cow’s  milk,  no  matter  how  carefully  their  individual  peculiarities  are  studied.  The 
milk  should  be  gathered  with  the  greatest  possible  care  as  to  cleanliness  and 
should  be  kept  on  ice  from  the  time  of  its  milking  until  ready  to  prepare  for  con- 
sumption. An  ideal  modification  of  cow’s  milk  is  a very  knotty  problem,  but  the 
author  believes  a milk  to  which  has  been  added  malt,  cereals,  table  salt  and  cream 
will  make  an  artificial  food  which  will  meet  the  demands  in  the  greatest  number 
of  cases.  This  disposes  of  the  argument  that  the  addition  of  cereals  is  the  addition 
of  foreign  matter;  trouble  from  the  starch  can  be  easily  overcome  by  dextrinizing 
the  gruel,  and  the  mechanical  separation  of  the  particles  of  coagulum  make  a milk 
diluted  in  this  way  much  more  digestible  than  milk  diluted  to  the  same  extent 
with  water.  All  of  us  have  frequently  seen  very  large  tough  curds  passed  even  by 
breast-fed  infants  and  more  frequently  by  infants  fed  on  cow’s  milk. 


Where  the  density  of  the  coagulum  is  dependent  upon  the  proportion  of 
caseinogen,  by  reducing  the  percentage  of  caseinogen  present  the  coagulum  will 
immediately  become  softer.  Under  such  conditions  I have  found  that  the  curd  can 
be  easily  split  up  by  adding  such  cereals  as  are  found  in  Wyeth’s  Prepared  Food. 

Not  infrequently  we  will  be  called  to  see  a little  patient  wTlio  has  a decided 
aversion  to  milk  alone.  In  such  cases  the  milk  can  be  omitted  for  a few  times, 
using  water  as  a dilutent.  It  is  not  necessary  to  dispense  with  the  milk  altogether, 
but  only  for  a few  feedings,  as  milk  is  a valuable  dilutent  for  the  food,  rendering 
it  more  palatable  and  adds  to  its  nutritive  value.  When  patients  have  previously 
used  milk  exclusively  with  unsatisfactory  results,  here  the  administration  of  the 
food  will  avoid  the  necessity  of  dispensing  with  milk  entirely,  as  the  food  itself 
possesses  sufficient  digestive  properties  to  thoroughly  digest  any  milk  that  the  pat- 
ient may  feel  inclined  to  take.  Cream  may  also  be  added  at  the  discretion  of  the 
physician,  after  the  food  has  been  boiled  with  warm  water  alone,  preferably  just 
before  each  feeding.  It  is  not  necessary  to  cook  the  food  at  each  feeding;  night  and 
morning  will  do,  keeping  it  on  ice  and  simply  warming  it  for  each  separate  feeding. 

This  food  is  not  a predigested  food,  but  is  one  that  when  prepared  for  use 
immediately  exerts  upon  itself  that  power  of  digestion  which  has  been  carefully 
preserved  in  its  constituents.  The  malt  rich  in  diastase,  acting  in  conjunction  with 
the  pancreatic  secretions  digests  the  fats  and  albuminoids  of  the  milk,  converting 
the  starch  of  the  cereals  into  sugar  (maltose)  and  neutralizing  the  tendency  of  the 
acids  of  the  stomach  to  form  curds,  thus  rendering  the  food  of  infinite  value  to  the 
infant,  supplying  the  necessary  nutrition  and  material  to  strengthen  and  build  up 
the  human  economy,  at  the  same  time  relieving  the  stomach  of  the  infant  from 
the  expenditure  of  energy  necessary  to  the  digestion  of  ordinary  food. 

FATS  AND  STARCHES 

When  prepared  warm  or  boiled  with  milk  or  water,  the  natural  digestive 
principles  in  the  food  at  once  become  active,  the  casein  of  the  milk  being  so  mod- 
ified as  to  preclude  the  formation  in  the  stomach  of  firm  indigestible  curds,  and 
the  farinaceous  elements,  of  the  food  are  rendered  soluble,  which  is  a most  import- 
ant result  and  is  not  attained  by  any  other  food. 

Fats  are  added  to  cow’s  milk  by  some  because  of  their  value  for  nutrition 
and  also  because  they  seem  to  add  to  the  digestibility  of  the  casein  in  cow’s  milk. 
With  regard  to  the  use  of  starches  a revolution  of  opinion  has  cccurred  in  recent 
years.  The  addition  of  a certain  amount  of  cereals  to  the  infant’s  food  is  now  ack- 
nowledged by  practically  all  the  authorities  on  children’s  diseases  as  a useful  proce- 
dure. This  use  of  cereals  has  been  the  practice  and  teaching  of  Dr.  Jacobi  for 
more  than  a quarter  of  a century.  The  old  contention  that  the  infant  had  no  dias- 
tase for  the  conversion  of  starch  into  sugar  is  no  longer  considered  to  be  true. 
Heubner,  of  Berlin,  showed  that  diastase  can  be  found  in  the  parotid  gland  of  the 
infant  twro  hours  old,  sixteen  days  old,  and  two  months  old.  An  infusion  of  parotid 
gland  converts  starch  into  sugar  from  the  beginning  of  life.  An  infusion  of  pan- 
creatic gland  does  not  convert  starch  into  sugar,  and  itsdiastasic  power  even  at  the 
end  of  a year  is  but  feeble.  The  objetions  in  the  old  literature  of  pediatrics  to  the 
use  of  starch  in  infant  feeding  referred  to  the  excessive  use  or  the  exclusive  use  of 
starchy  food.  Where  cow’s  milk  is  diluted  with  some  cereal  according  to  the 
author’s  method  the  feces  contain  no  fat  and  but  very  little  starch. 

It  is  evident,  then,  that  cow’s  milk  must  form  the  basis  of  any  food  for  in- 
fant’s use  and  no  artificial  food  without  cow’s  milk  can  be  expected  to  prove  suit- 
able. Study  is  gradually  bringing  us  nearer  to  a suitable  infant  food,  but  as  stated 
above  the  author  believes  a milk  to  which  has  been  added  malt,  cereals,  cream  and 
salt  will  make  an  artificial  food  which  will  meet  the  demand  in  a great  number 
of  cases. 


TETANOS  DE  LOS  RECIEN  NACIDOS  EN  LA  HABANA 


POR  EL 

T)R.  GO/NZALO  AROSTEGÜI 

( HABANA,  CUBA ) 


Comprende  la  primera  parte  de  este  trabajóla  estadística 
de  los  casos  de  tétanos  infantil  publicados  en  los  cuadros  sa- 
nitarios por  distinguidos  higienistas  de  esta  capital;  y la  se- 
gunda la  descripción  clínica  de  esa  misma  enfermedad. 

Las  primeras  estadísticas  impresas  con  el  nombre  de  ta- 
blas obituarias,  fueron  las  del  Dr.  Ambrosio  González  del 
Valle,  fundador  de  esa  rama  de  la  higiene  entre  nosotros;  des- 
pués se  publicaron  las  de  los  Dres.  Laguardia  y Delfín,  y por 
último,  la  del  Dr.  Gorgas,  de  los  meses  de  Julio,  Agosto,  Sep- 
tiembre, Octubre  y Noviembre  de  1900.  Escritas  las  tres  pri- 
meras del  Jefe  de  Sanidad  por  orden  alfabético,  les  falta  uni- 
dad científica;  aunque  en  las  dos  últimas  se  sigue  ya  un 
criterio  algo  más  ajustado  á las  actuales  exigencias.  Llama  la 
atención  que  una  enfermedad  peculiar  de  estos  climas  no  en- 
cuentre casilla  especial,  y que  haya  que  buscarla  en  el  apar- 
tado de  otras  enfermedades  de  los  recién  nacidos,  ó en  el  téta- 
nos traumático  y en  el  párrafo  infecciones  de  los  heridos;  por 
lo  cual,  no  puede  servir  de  base  en  un  estudio  comparativo. 
No  obstante  esta  deficiencia  anotaré  sus  cifras. 

Hay  que  tener  en  cuenta  también  al  relacionar  las  esta- 
dísticas, las  diferencias  de  la  población,  no  existiendo  datos 
sobre  la  flotante  que  fué  crecidísima  en  la  época  de  la  guerra 
hispano-cubana.  Sirvan  los  dos  censos  últimos  como  base:  el 
censo  de  1887  comprende  200.448  habitantes,  y el  de  1900, 
formado  por  americanos  y auxiliares  del  país,  242.055.  Como 
se  ve,  la  población  de  la  ciudad  ha  aumentado. 

He  aquí  los  cifras  del  Dr.  Valle: 
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AÑOS 


TOTAI, 


1871 

1872 
1S73 

1874 

1875 

1876 

1877 

1878 

1879 

1880 
1881 
1882 


377 
363 
368 
389 
388 
408 
407 
427 
328 
340 
349 
319  l 


Las  del  Dr.  Laguardia  son  las  siguientes: 

AÑOS  TOTAI, 


1887 

1888 

1889 

1890 

1891 

1892 


335 

336 
343 
365 
320 
256 


Las  del  Dr.  Delfín: 

AÑOS  TOTAI, 


1893  282 

1894  132 

Por  las  razones  ya  expuestas  no  sirven  de  comparación 
las  del  Dr.  Gorgas,  aunque  son  las  que  mejor  cuadran  para 
probar  mi  tesis:  la  disminución  del  mal  de  los  siete  días  (co- 
mo aquí  se  le  llama  corrientemente)  por  los  esfuerzos  combi- 
nados de  tocólogos  y paidópatas. 

Estadística  del  Dr.  Gorgas: 


Julio 9 

Agosto 16 

Septiembre.. 21 

Octubre 17 

Noviembre 10 

Otras  enfermedades  de  los  reciénnacidos 3 


Conglóbanse  en  estas  cifras  el  tétanos  traumático  y el 
tétanos  infantil. 

Para  liacer  una  comparación  positiva  tomaré  al  azar  un 
semestre  de  la  estadística  del  Dr.  Valle,  y el  último  de  La- 
* guardia,  de  1900. 


1 En  casi  todos  lósanos,  el  número  de  blancos  fallecidos  es  mayor:  en  1880,  206  blancos  y 134  de 
color;  en  1881,  231  blancos  y 148  de  color;  en  1893,  176  blancos  y 100  de  color;  en  1894,  151  blancos  y 
81  de  color.  En  todo  el  quinquenio  de  1890  á 1894,  905  y 554  respectivamente.  I.a  raza  de  color  en 
la  Habana  es  de  26’3  por  ciento. 


años  Enero  Febrero  Marzo  Abril  Mayo  Junio 


Dr.  Valle 1873  39  30  28  30  29  30 

,,  Laguardia.  1903  13  23  12  3 19  14  1 

Demuestra  este  cuadro  cumplidamente  la  primera  con- 
clusión; la  frecuencia  menor  del  tétanos  en  nuestro  clima  en 
estos  últimos  años;  disminución  que  sería  todavía  más  consi- 
derable, si  todos  los  partos  fueran  asistidos  por  personas  igual- 
mente versadas  en  los  cuidados  que  debe  prestarse  al  recién 
nacido.  J uzgo  que  esta  enfermedad  debe  desaparecer,  como  se 
ha  visto  ya  en  algunas  ciudades,  por  ejemplo,  en  la  Isla  de 
Santa  Kilda,  donde  no  se  observa  después  del  tratamiento 
aséptico  de  la  herida  umbilical  (Turner);  y en  Londres  donde 
casi  es  desconocida.  (Ashby). 

¿A  qué  se  debe  esta  disminución  del  trismus  nascentiiim, 
como  también  se  denomina  dicha  enfermedad?  Débese,  en  mi 
concepto,  á la  influencia  menor  de  las  epidemias  de  fiebre  puer- 
peral, pues  se  dice  que  coinciden  á menudo;  á la  técnica  asép- 
tica de  la  circuncisión  ritual;  y,  sobre  todo,  á la  manera  mo- 
derna de  curar  el  ombligo:  al  aseo  que  llevan  á sus  últimos 
límites  los  tocólogos  y los  cirujanos,  y que  ha  llegado  á im- 
ponerse no  solo  en  lo  relativo  al  individuo,  sino  como  precep- 
to fundamental  é imprescindible  de  la  higiene  pública  y so- 
cial. En  esta  ofección  sus  resultados  han  sido  sorprendentes. 

Curábase  en  la  Habana  el  ombligo,  después  de  la  sección 
del  cordón,  y lo  mismo  ocurría  en  el  resto  de  la  Isla,  con  man- 
teca traída  de  la  especiería  más  cercana.  Aquella  manteca, 
fresca  ó rancia,  se  aplicaba  sobre  el  cordón  que  se  resblande- 
cía  y supuraba  en  muchas  ocasiones;  y esto  seguramente  era 
la  causa  de  la  mayoría  de  las  infecciones,  entre  las  cuales  de- 
be nombrarse  como  la  más  grave  el  tétanos. 

Los  efectos  notorios  de  la  manteca  han  hecho  al  célebre 
cirujano  de  Berlín,  Schleich,  escribir  más  de  un  capítulo  con 
este  título:  “La  grasa  rancia  como  factor  de  los  cuadros  no- 
sol  ógi  eos  de  la  infección.” 

1 En  las  estadísticas  de  Cienfuegos,  publicadas  por  el  Dr.  Perna,  se  nota  la  misma  disminu- 
ción. Son  las  siguientes: 


AÑOS  DEFUNCIONES 


1890  51 

1891  59 

1892  61 

1898  49 

1894  57 

1900  (Ultima  estadística) 34 


Análogo  procedimiento  debía  seguirse  en  los  hospitales 
extranjeros,  pues  en  Dublin  hasta  el  año  1882,  de  17,050  ni- 
ños nacidos  en  Rotunda  Hospital , murieron  de  tétanos  2,944,  ó 
sea,  nno  por  cada  seis  niños  (Clarke). 

¡One  distinta  esta  cifra  á la  idea  que  sugiere  la  frase  her- 
mosa de  Pajot,  y que  La  Torre  desea  ver  en  todas  las  mater- 
nidades en  esta  forma: 

¡Oui  si  ii asee  ma  non  si  innove! 

Tan  marcada  llegó  á ser  la  ineficacia  de  los  medios  em- 
pleados, que  por  real  orden,  según  he  oido  asegurar  á un  vie- 
jo práctico,  dispúsose  el  cambio  de  la  cura,  empleando  enton- 
ces el  aceite  de  palo , llamado  de  ese  modo  por  el  vulgo  y hasta 
por  los  profesionales,  y que  no  es  otra  cosa  que  la  oleo-resina 
de  copaiba,  líquido  viscoso,  ligeramente  negruzco,  de  sabor 
acre  y olor  especial  fuertísimo,  que  comunicaba  á la  habita- 
ción. Tardaba  el  cordón  cinco  ó seis  días  en  caer;  tenía  los  in- 
convenientes del  anterior  tratamiento,  aunque  no  en  grado 
.tan  alto;  y daba  al  tocón  umbilical  restante  la  apariencia  de 
un  pedazo  de  madera  duro  y quemado,  y consistencia  leñosa. 
Esto  se  hizo  mucho  tiempo,  mejorando  la  suerte  de  las  criaturas. 

Con  los  adelantos  de  la  antisepsia,  y más  tarde  la  asep- 
sia, cayó  en  desuso  el  anterior  tratamiento,  pasando  por  las 
vaselinas  albolinas,  que  algunos  han  empleado,  etc.,  hasta  el 
progreso  de  este  último  decenio:  la  asepsia  y la  ligadura  en 
forma  de  tapón  de  botella  de  champagne , que  muchos  usan, 
sujetando  la  extremidad  placentaria  ó materna  con  una  pinza. 
Envuélvese  la  parte  de  cordón  que  queda  en  gasa  salolada  y 
algodón,  y á los  cuatro  ó cinco  días  cae,  sin  dejar  supuración, 
linfangitis,  erisipela,  etc.,  etc.  Los  cambios  de  la  estadística 
en  gran  parte  dependen  del  cuidado  con  que  se  atiende  lo  que 
puedo  llamar  la  primera  necesidad  del  niño:  la  cura  aséptica 
del  ombligo.  A estas  causas  y á la  habitación  mal  sana  es  de- 
bida la  frecuencia  del  mal, . Mi  observación  concuerda  con  la 
del  eminente  paidópata  americano,  ya  difunto,  Lewis  Smith, 
que  vio  hace  muchos  años  que  se  presentaba  más  comunmen- 
te en  la  parte  comprendida  entre  el  Parque  Central  y el  Hud- 
son, ocupado  por  clases  trabajadoras  y en  construcciones  sen- 
cillas, llenas  de  establos  y sin  buenos  desagües. 

Comenzaré  la  segunda  parte  con  la  definición,  enumeraré 
después  los  síntomas  que  he  observado  en  los  enfermos  que 


524 


he  asistido:  uno  de  los  últimos  lo  visité  en  Junta  y fue  aten- 
dido por  un  excelente  tocólogo  en  las  mejores  condiciones  hi- 
giénicas, hace  ya  más  de  diez  meses,  y deduzco  de  lo  que  me 
refieren  algunos  colegas  que  sólo  se  presenta  ahora  en  los  ba- 
rrios excéntricos.  Otros  médicos  reputados  me  aseguran  que 
no  asisten  tetánicos  hace  algunos  años  en  la  clientela  acomo- 
da. En  la  Clínica  Pinard , del  hospital  Mercedes,  atendida  por 
el  doctor  Ensebio  Hernandez,  hace  más  de  un  año  que  no  se 
ha  observado  un  sólo  caso. 

Ese  caso,  de  que  he  hablado  antes,  se  adapta  á la  defini- 
ción general  del  tétanos,  que  puede  expresarse  en  los  siguien- 
tes términos:  el  tétanos  es  una  enfermedad  infecciosa,  aguda 
é inoculable,  del  sistema  nervioso,  común  al  hombre  y algu- 
nos animales.  Está  caracterizada  por  la  contractnra  dolorosa 
permanente  de  los  músculos,  con  redobles  paroxísticos;  co- 
mienza casi  siempre  por  la  contractnra  de  los  músculos  de  la 
masticación  ( locked-jaw ) y del  cuello,  y se  extiende  á los  de- 
más del  cuerpo. 

En  esta  definición  compréndese  el  tétanos  de  todas  las 
edades  y de  las  distintas  procedencias:  traumático,  puerperal, 
reumático,  nascentium , todos  tienen  la  misma  sintomatología 
y la  misma  puerta  de  entrada  traumática,  excepto  el  histéri- 
co, que  con  casi  todos  los  síntomas,  no  tiene  el  carácter  infec- 
cioso y siempre  cura.  En  mi  opinión,  es  esta  diferencia  esen- 
cial. La  primera  frase  del  tetánico  es  siempre  la  misma  en 
nuestro  idioma,  pues  todos  dicen:  “se  me  ha  trabado  la  quija- 
da.” En  el  niño  recién  nacido  ocurriría  lo  mismo,  pero  falta 
la  palabra  y se  comprueba  que  tiene  impedido  el  movimiento 
de  las  quijadas  y se  quejaría  de  igual  modo  al  ver  que  el  ni- 
ño no  puede  tomar  el  pecho,  ni  el  pomo;  hay  una  rigidez  es- 
pasmódica,  transitoria  durante  breve  tiempo,  y permanente 
más  tarde  que  determina  la  rigidez  de  los  músculos  masete- 
ros  y los  de  la  boca  é impiden  la  succión.  Este  primer  fenó- 
meno ha  hecho  que  muchos  autores  designaren  por  antono- 
masia la  enfermedad  con  el  nombre  del  síntoma:  trismo.  Otros 
músculos  de  la  cara  sufren  contractura  y producen  evidente 
deformidad.  Pierden  las  facciones  la  expresión  propia  del  re- 
cién nacido;  los  labios  están  surcados  de  pliegues  radiados; 
arrúgase  la  frente  y las  mejillas  y los  ojos  cerrados  están  ro- 
deados de  una  aureola  azulada. 

En  algunos  casos  pueden  tomar  el  alimento  sin  que  se 


produzca  el  espasmo,  determinado,  en  ocasiones,  y muy  in- 
tensamente, por  el  contacto  de  la  cuchara  ó del  pomo.  Al  co- 
menzar el  espasmo  de  la  base  de  la  lengua  y de  los  músculos 
de  la  faringe,  se  presenta  la  disfagia;  poco  á poco  seguirá  su 
marcha  invasora  esa  rigidez  ó contractura;  tocará  la  región 
cervico-dorsal,  forzando  la  cabeza  hacia  atrás,  más  tarde  el 
dorso,  los  músculos  rectos  del  abdomen  que  se  endurecen;  las 
extremidades,  muslo,  pierna,  etc.,  hasta  poner  el  cuerpo  rígi- 
do, inflexible.  En  ese  estado  las  articulaciones  no  conservan 
movimiento  alguno,  y el  cuerpo,  formado  sólo  de  una  pieza 
inflexible,  puede  ser  levantado  por  una  ú otra  extremidad,  co- 
mo si  fuera  un  bastón,  sin  temor  de  que  se  doble  por  ningu- 
na de  sus  partes.  La  rigidez  es  completa  y se  ha  llegado  en 
un  día  ó dos  á la  generalización;  el  tétanos  está  en  todo  su 
desenvolvimiento.  Es  el  ortóstonos. 

Según  el  grupo  de  músculos  que  ataque  la  contractura, 
toma  distintas  denominaciones  el  tétanos:  trismo , los  masete- 
ros.  Si  toma  el  niño  la  posición  del  feto:  in  útero\  la  cabeza 
doblada,  en  el  mentón  las  rodillas,  el  calcañal  en  las  nalgas 
y los  brazos  completamente  doblados,  todo  el  cuerpo  en  fle- 
xión, emprostótonos;  si  el  cuerpo  forma  un  arco,  apoyado  úni- 
camente por  la  cabeza  y los  pies,  opistó  tonos ; y pleurostótonos 
á la  inclinación  de  un  solo  lado  del  cuerpo,  y en  ese  lado  una 
gran  concavidad:  se  compara  el  cuerpo  con  una  media  luna. 

Esta  contractura  es  dolorosa,  aunque  intermitentemente, 
y arranca  gritos  y llanto  lastimero,  llanto  tan  angustioso  y 
penetrante  como  es  agudo,  penetrante  é inolvidable  el  grito 
de  la  meningitis.  De  vez  en  cuando  se  presentan  ataques  pa- 
roxísticos,  aunque  no  tan  intensos  ni  tan  marcados  y violen- 
tos como  en  el  adulto.  Dichos  paroxismos  pueden  verse  rara- 
mente, ó ser  muy  frecuentes  y estar  el  enfermo  en  una  con- 
tinua convulsión.  La  más  ligera  causa,  el  alimento,  el  tocar  ó 
acercarse  á la  cuna  del  niño,  lo  determinan,  á manera  de  una 
gran  descarga  eléctrica.  La  excitabilidad  refleja  superficial  y 
la  profunda  se  notan  exageradísimas. 

Poco  puede  decirse  de  las  facultades  cerebrales  en  tan 
tiernas  criaturas;  pero  la  fijeza  de  los  ojos,  la  vaguedad  de  la 
mirada,  el  llanto  pertinaz,  revelan  el  estupor,  la  profunda 
conmoción  del  cerebro,  ocasionada  por  la  violentísima  exage- 
ración del  poder  reflejo  del  eje  cerebro  espinal. 

La  fiebre  se  presenta  casi  constantemente  y revélase  por 
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el  crecido  numero  de  pulsaciones,  120,  130,  140  hasta  180;  y 
la  elevada  cifra  térmica,  41°,  42°,  43°,  hasta  4475  (Wunder- 
lich), pudiendo  crecer  después  de  la  muerte.  Principia  la  ele- 
vación térmica  con  las  primeras  contracturas,  y aun  antes  de 
que  ésta  se  inicie.  Es  una  de  las  enfermedades  más  hiperter- 
m izantes  en  sus  formas  agudas.  En  el  proceso  febril,  debido 
á la  hipertermia,  se  altera  la  respiración,  especialmente  du- 
rante los  paroxismos.  Los  movimientos  respiratorios  aumen- 
tados en  el  período  de  calma,  llegan  hasta  40  y 50  en  los  mo- 
mentos de  mayor  agitación;  y casi  á la  apnea  absoluta  en  los 
paroxismos. 

Como  fenómenos  accesorios,  la  orina  es  muy  escasa  y en- 
cendida; á veces  falta  por  completo  la  excreción,  debido  á la 
tetanización,  á la  contractura  del  receptáculo  urinario  y espe- 
cialmente del  cuello  de  la  vejiga. 

En  el  período  de  incubación  del  mal,  señalan  algunos 
autores  una  pertinaz  diarrea;  la  cual  debe  tenerse  en  cuenta 
por  la  sugestión  del  entendido  Guelpa,  deque  el  tétanos  idio- 
pático  puede  ser  debido  á una  infección  del  conducto  intesti- 
nal, aserción  negada  por  otros  autores  (Fermi  y Pernacei), 
que  creen  que  las  toxinas  tetánicas  son  destruidas  en  la  mem- 
brana mucosa  del  intestino.  Pudiera  también  ocurrir  que  en 
esas  formas  se  tratara  más  bien  de  la  tetania  ó de  la  forma 
que  Dance  llamaba  tétanos  interminente. 

Diagnóstico. — Con  muy  contados  padecimientos  puede 
confundirse  el  trismo,  el  locked-jaw  de  los  ingleses  y ameri- 
canos. No  ha  de  confundirse  con  el  espasmo  que  Sims,  y Wi- 
lhite, y Hartigan  atribuyen  á los  traumatismos  del  cráneo, 
según  los  cuales  el  occipital,  rechazado  debajo  de  los  parieta- 
les, ejerce  manifiesta  presión  sobre  el  cerebro  y la  médula 
oblongada.  Tampoco  se  confundirá  con  el  esclerema,  en  el 
que  haya  hipotermia,  ni  con  la  meningitis  cerebro-espinal, 
rara  á su  edad,  y marcada  por  la  gran  hiperestesia  cutánea. 
De  la  eclampsia,  frecuente  en  la  terminación  de  la  atrepsia, 
diarreas  infecciosas  y otras  afecciones  debilitantes,  se  diferen- 
cia porque  aquella  se  manifiesta  en  forma  de  crisis  convulsi- 
va, epileptiforme,  que  interrumpen  el  coma  constante.  Esas 
crisis  convulsivas  son  generales  ó se  limitan  á algunos  múscu- 
los de  la  cara.  También  es  de  notar  el  estravismo.  El  diag- 
nóstico de  las  enfermedades  encefálicas,  por  lo  común  de  origen 
sifilítico,  es  más  sencillo  y no  hay  para  qué  insistir  en  ello. 


¿Es  este  tétanos  el  mismo  que  se  observaba  con  frecuen- 
cia antiguamente  en  los  paises  fríos,  que  igualmente  se  veía 
en  las  heladas  y estériles  islas  de  Hiemasy  y Saint  Kilda,  en 
el  extremo  Norte,  que  en  las  cabañas  de  los  negros  de  los  Es- 
tados del  Sur?  ¿Es  la  misma  afección  que  se  observa  en  el 
adulto?  Por  la  narración  anterior  se  ve  claramente  que  es  la 
misma  enfermedad.  No  hay  un  detalle  sintomatológico  que 
los  distinga;  sólo  es  de  fijarse  en  la  mayor  frecuencia  en  nues- 
tros climas.  En  cuanto  á la  segunda  pregunta,  casi  todos  los 
autores  contéstanla  afirmativamente  y por  mi  parte  no  veo 
más  diferencia  que  la  intensidad  de  los  síntomas  en  los  adul- 
tos y su  menor  frecuencia.  Para  los  bacteriólogos  puros  el 
siguiente  dato  es  decisivo:  Beumer  ha  encontrado  el  bacilo 
propio  en  forma  de  clavo,  en  la  herida  umbilical  de  un  niño 
que  sucumbió  de  diez  días,  á consecuencia  del  trismo;  y los 
ratones  inoculados  adquirieron  el  tétanos.  Parrot,  que  es  uno 
de  los  que  niegan  la  identidad,  cree  que  se  trate  en  esta  en- 
fermedad de  una  encéfalopatia  atrépsica.  No  debe  olvidarse 
las  vastas  proporciones,  el  cuadro  extensísimo,  la  multitud 
de  estados  morbosos  que  encerraba  en  la  atrepsia  el  insigne 
paidópata. 

Pronóstico. — El  pronóstico  es  gravísimo,  y elocuente- 
mente lo  consignan  nuestras  tablas  obituarias;  sin  embargo, 
algunos  enfermos  han  curado.  Recuérdense  los  de  Duges, 
Holt,  Rotch,  aunque  este  último  autor  asevera  que  no  se  tra- 
taba de  un  caso  típico,  sino  de  una  forma  mediana  de  trismo; 
igual  al  suyo  he  asistido  á un  niño,  y siempre  me  ha  queda- 
do la  duda  del  diagnóstico;  Baginsky  dice  haber  perdido  casi 
todos  sus  enfermos;  Monti,  de  cuatro  salvó  dos,  y Soltmann 
en  seis  casos  curó  uno.  Dejerine  para  establecer  el  pronóstico 
fatal  espera  á que  se  presenten  40  inspiraciones  por  minuto: 
yo  creo  que  no  debe  esperarse  este  síntoma,  pues  el  que  pri- 
mero lo  caracteriza,  el  trismo,  indica  desde  el  comienzo  la 
gravedad  de  la  afección. 

Anatomía  Patológica. — Las  convulsiones  de  la  edad  in- 
fantil, como  las  de  la  edad  adulta,  son  de  base  orgánica  unas, 
y otras  de  base  funcional;  diferencia  que  quizás  sea  transito- 
ria, pues  se  notan  en  casos  de  eclampsia,  que  pertenece  á la 
segunda  categoría,  marcadas  lesiones  anatómicas.  A las  pri- 
meras categoría  pertenece  el  tétanos  infantium . Una  y otra 
enfermedad  y las  demás  convulsivas  de  la  primera  infancia, 
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y es  de  notar  que  las  convulsiones  de  esa  edad,  casi  siempre 
toman  la  forma  tetánica,  son  tan  frecuentes  que,  en  los  Es- 
tados Unidos,  según  la  opinión  de  Hartigan,  citado  por  Bro- 
thers, sucumbían  25,000  niños  anualmente.  Débese  esta  fre- 
cuencia á la  falta  de  centros  corticales  psico-motores,  á la 
ausencia  del  aparato  inhibitorio  encéfalo-medular  y á la  exci- 
tabilidad de  los  nervios  sensitivos  y motores,  según  los  tra- 
bajos de  Soltmann,  confirmados  por  los  dos  Westphal. 

El  tétanos  presenta  lesiones,  aunque  no  muy  caracterís- 
ticas, y en  relación  con  los  demás  estados  convulsivos. 

Júzguese  de  lo  dicho  últimamente  por  la  siguiente  na- 
rración de  Willis  en  su  tratado  de  Morb.  convulsivis . Dice 
así:  “Quod  pottissimun  observare  dignum  erat  in  cavitate 
quae  cerebello  sub-jicitur  prope  medulle  oblongate  caudicem 
sanguinis  grumosi  et  velut  concreti  copiam  insignem  repe- 
riebamus.”  Dugés  en  su  memoria  publicada  el  año  1833,  dice 
de  las  autopsias  que  “bajo  el  pericráneo  y la  dura-madre  hay 
en  el  vértice  sangre  derramada;  que  hay  también  una  capa 
viscosa,  negruzca,  poco  gruesa  en  casi  toda  la  superficie  del 
cerebro  excepto  por  delante;  que  la  hoz  del  cerebro  está  infil- 
trada de  sangre  entre  sus  dos  láminas,  etc.”,  y Billard  en  la 
tercera  edición  de  su  libro,  el  año  1835,  dice  en  la  página  359, 
al  hablar  de  dos  casos  de  tétanos,  que  encontró  un  derrame 
abundante  de  sangre  coagulada  en  el  ráquis,  entre  las  dos 
hojas  de  la  aragnoides  llenando  el  conducto  medular  en  toda 
su  extensión  hasta  la  región  sacra. 

En  algunos  casos,  seguramente,  se  tratará  de  otra  enfer- 
medad que  no  el  tétanos,  como  por  ejemplo,  en  la  epidemia 
descrita  por  el  Profesor  Cederschjold  el  año  1834,  en  Stokol- 
mo,  en  la  que  se  examinaron  y encontraron  en  cuarenta  y 
dos  casos,  estudiados  después  de  la  muerte,  una  exudación 
fibrínosa  en  la  base  del  cerebro;  casos  que  aparecen  más  bien 
en  relación  con  la  fiebre  cerebro-espinal,  más  propiamente 
llamada  meningitis  cerebro-espinal. 

Esas  efusiones  sanguíneas  pueden  encontrarse  en  otras 
muchas  afecciones  nerviosas  ó paralíticas. 

Más  terminante  es  la  observación  que  refiere  Mecrowski 
en  La  Presse  Medícale  del  18  de  Enero  de  1899:  trátase  de  un 
niño  de  siete  días  y débilmente  constituido.  La  víspera  tuvo 
diarreas  verdes,  dejó  de  tetar  bruscamente  por  la  constricción 
de  las  mandíbulas.  Los  síntomas  son  los  que  siempre  se  no- 


tan  en  dichos  enfermos;  pero  es  de  advertir  qne  el  ombligo 
no  estaba  cicatrizado,  y presentaba  una  costra  debajo  de  la 
cual  fluía  una  pequeña  cantidad  de  pus.  No  se  descubría  el 
bacilo  de  Nicolaier;  pero  sí  diplococos  y bacilos  no  caracterís- 
ticos. Muere  el  niño  después  de  una  inyección  de  diez  centí- 
metros cúbicos  de  suero  antitetánico  del  Instituto  Pasteur, 
doce  horas  después  del  principio  del  acceso,  y en  la  autopsia 
no  se  encuentra  modificación  apreciable  en  el  sistema  nervio- 
so ni  en  los  otros  aparatos.  La  médula,  examinada  por  el  pro- 
cedimiento de  Niszl,  presentaba  lesiones  en  la  estructura  de 
las  células  motoras:  hinchazón,  hipertrofia  y fraccionamiento 
de  los  corpúsculos  de  Niszl.  El  resultado  parece  en  apoyo  de 
que  esas  sean  las  lesiones  del  tétanos. 

No  se  olvide  examinar  el  ombligo,  y en  muchos  casos  se 
descubrirá  inflamación,  trombus,  etc. 

Resumiendo,  pues,  se  han  encontrado  congestiones  de  la 
médula  y del  cerebro,  extravasaciones  sanguíneas  y focos  de 
apoplegía  sero-sanguinolenta,  debidos  quizás  á las  convulsio- 
nes. Proliferación  de  las  células  de  la  neuroglia  de  la  médula 
y del  cerebro;  alteraciones  de  las  células  ganglionares  de  las 
astas  anteriores  y entre  las  fibras  nerviosas  corpúsculos  ama- 
rillos semejantes  á la  granulación  pigmentaria. 

Estas  lesiones  no  bastan  para  caracterizar  francamente 
un  estado  morboso,  por  lo  cual  puede  decirse  que  no  hay  le- 
sión nerviosa  constante  apreciable  por  los  actuales  métodos 
de  investigación. 

Carácter  que  distingue  seriamente  el  tétanos  de  la  eclamp- 
sia es  la  inoculabilidad:  todas  esas  esas  enfermedades  convul- 
sivas no  son  transmisibles  por  inoculación;  el  tétanos,  por  el 
contrario,  es  una  enfermedad  altamente  virulenta,  é inocula- 
ble.  El  caso  de  inoculación  más  serio  que  conozco  es  el  de 
Nicolás,  preparados  en  1893,  de  los  señores  Courmont  y Do- 
yon,  pues  la  introducción  en  la  eminencia  tenar  de  una  aguja 
de  Pravaz  que  acababa  de  servir  para  una  inyección  de  toxina, 
determinó  un  tétanos  que  tardó  cuarenta  y un  días  en  sanar, 
después  de  cuatro  días  de  incubación,  siendo  la  dosis  imper- 
ceptible. 

No  entra  en  el  cuadro  de  este  trabajo  la  descripción  de 
los  animales  refractarios  á la  inoculación,  á cuyo  frente  se 
encuentra  la  tortuga,  el  caimán,  y el  pez  escorpión,  ni  de  los 
agentes  microscópicos  que  lo  producen,  el  bacilo  de  Nicolaier 
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en  forma  típica  de  clavo,  el  más  mortífero  en  opinión  de  Os- 
ier, ni  sus  costumbres  y su  Horror  al  aire  y al  oxígeno,  en 
una  palabra,  su  vida  anaeróbica,  ni  los  estudios  de  Kitassato, 
Behring,  Guelpa,  Sánchez-Toledo,  Vaillard,  Courmont,  Do- 
yon,  etc.;  pues  entiendo  que  no  se  sabe  positivamente  cómo 
obran  esos  agentes  y las  toxinas  que  producen  y se  esparcen 
por  los  tejidos,  sin  dejar  el  foco  de  inoculación,  segregando, 
según  se  asevera,  una  substancia  tóxica  con  poder  electivo 
sobre  la  médula  espinal.  Al  analizar  cómo  impresionan  di- 
chos agentes  los  centros  nerviosos  las  hipótesis  son  muchas 
y no  explican  todos  los  hechos.  Por  todo  lo  cual  y á pesar  de 
los  esfuerzos  repetidos  de  los  bacteriólogos  queda  en  pie  en 
casi  todo  su  vigor  aquella  frase  del  célebre  naturalista  Hum- 
boldt de  que  no  había  en  toda  la  investigación  científica  nada 
más  obscuro  que  la  causa  y propagación  de  las  enfermedades 
infecciosas  agudas.  Y cuando  recuerdo  los  ataques  que  en  el 
último  congreso  de  historia  natural,  dirigía  Martius  á la  Es- 
cuela bacteriológica,  paréceme  que  no  tardará  el  día  en  que 
la  teoría  excluyente,  quiero  decir,  la  bacteriológica,  deje  el 
paso  á los  que  Schleich  llama  díscolos , á los  que  entienden 
que  hay  en  el  mundo  modificaciones  cósmicas  y de  otra  natu- 
raleza, que  no  todo  lo  explican  las  bacterias  ni  se  han  descu- 
bierto todavía  con  toda  evidencia  bacterias  especiales  para 
cada  caso  determinado. 

Tratamiento. — Hánse  ensayado  multitud  de  medios 
farmacológicos;  llama  la  atención  que  ya  Vogel  y otros  antes 
que  él,  insistieran  en  el  cuidado  especial  del  ombligo,  mante- 
niendo la  cicatriz  en  un  estado  escrupuloso  de  limpieza.  A 
veces  es  bueno  cauterizarlo  con  una  punta  fina  de  termo- 
cauterio. 

Debe  estar  el  niño  en  una  atmósfera  pura  y seca. 

Sabido  es  que  Clarke  suprimió  el  trismo  de  la  materni- 
dad de  Berlín  estableciendo  un  buen  sistema  de  ventilación. 
Vigilar  atentamente  la  temperatura  del  primer  baño,  para 
evitar  epidemias  parecidas  á las  de  la  matrona  de  Elora  (Ale- 
mania), que  asistió  76  intoxicaciones;  ó las  de  Schneider  en 
Fulda,  que  constó  de  60  casos,  y Keber  de  Elbing,  99  en  la 
clientela  de  dos  comadronas. 

Forzoso  es  vigilar  la  alimentación  del  niño  por  medio  de 
una  sonda  esofágica:  en  mi  clientela  atiendo  mucho  la  excre- 
ción urinaria,  y la  liematosis,  disponiendo  instalaciones  de 


oxígeno,  pues  el  tétanico  muere  por  la  rigidez  de  los  múscu- 
los de  la  respiración,  diafragma,  etc. 

Algunos  lian  empleado  inhalaciones  de  nitrito  de  amilo. 

La  madre  debe  ser  objeto  de  serios  cuidados  para  impe- 
dir la  transmisión,  de  que  lia  escrito  Heynricius. 

Hánse  usado  los  baños,  los  antiflogísticos,  los  evacuan- 
tes, diaforéticos,  etc.,  el  haba  del  calabar,  en  inyecciones  hi- 
podérmicas  las  empleaba  Monti,  Roy  ero,  con  bastante  éxito, 
la  eserina,  el  clora!,  bromuro  de  potasio;  y estos  dos  agentes 
que  no  tienen  relación  alguna  con  los  antisépticos,  han  cura- 
do más  de  un  enfermito. 

No  comprende  mi  estudio  las  inyecciones  hipodérmicas 
de  suero  y el  éxito  de  Chanffard  y Quenu  inyectando  la  an- 
titoxina en  el  cerebro.  Empléenlas  otros  como  ensayo,  en 
buena  hora:  que  yo  respeto  mucho  la  vida  y la  tranquilidad 
de  las  tiernas  criaturas  confiadas  á mis  cuidados  para  entre- 
garlas inermes  á la  merced  de  agentes  que  no  estén  debida- 
mente garantizados  por  la  experiencia. 

De  lo  expuesto  deduzco  las  siguientes  conclusiones: 

l9  El  tétanos  infantil  decrece,  á medida  que  adelanta  y 
se  generaliza  el  empleo  de  los  medios  asépticos;  la  higiene 
del  niño  y de  cuanto  lo  rodea. 

29  El  tétanos  infantil  debe  ocupar  lugar  preferente  en 
el  cuadro  de  las  enfermedades  evitables. 

39  Aunque  los  agentes  cósmicos  ejercen  marcada  influen- 
cia en  la  aparición  del  tétanos,  de  la  Habana  también  desapa- 
recerá continuando  el  empleo  de  los  recursos  asépticos. 

49  No  predomina  en  la  raza  do  color,  parece  abundar 
más  en  la  blanca  entre  nosotros,  aun  teniendo  en  cuenta  la 
proporción  de  las  razas. 

o9  Sus  caracteres  clínicos  son  iguales  en  todos  los  países. 

69  Es  una  enfermedad  infecciosa  é inoculable,  franca- 
mente aguda  en  la  niñez. 

79  No  se  ha  determinado  con  precisión  las  lesiones  ana- 
tómicas, pero  puede  decirse  que  radican  en  el  sistema  nervioso. 

89  La  generalidad  de  los  autores  opinan  que  es  produci- 
da por  el  bacilo  de  Nicolaier. 

99  Los  casos  curados  en  los  recién  nacidos  lo  han  sido 
por  otros  agentes  que  los  antisépticos  y los  sueros  empleados. 

109  Uno  de  los  primeros  deberes  de  tocólogos  y matro- 
nas es  preservar  al  recién  nacido  de  la  infección  tetánica. 


ECLAMPSIA  INFANTIL 


POR  EL 

DOCTOR  IGNACIO  CALVO 

( HABANA,  CUBA  ) 

Vamos  á demostrar  lo  posible  que  es  confundir  en  mu- 
chos casos  la  causa  ocasional  de  las  convulsiones  eclámpticas 
de  los  niños. 

Durante  el  bloqueo  de  esta  ciudad,  principalmente,  he- 
mos tenido  ocasión  de  asistir  á un  número  considerable  de 
niños  con  fiebres  y convulsiones,  revistiendo  tal  gravedad, 
que  sólo  pudimos  creer  á primera  vista  que  se  trataba  de  fenó- 
menos convulsivos  de  naturaleza  palúdica.  La  miseria,  que 
entonces  se  enseñoreó  entre  nosotros,  hizo  de  nuestros  niños 
campo  apropiado  para  todas  las  infecciones,  reinando  entre  la 
opinión  general  de  los  médicos,  la  idea  de  que  la  mayor  parte 
de  las  enfermedades  que  nos  agobiaban  eran  de  naturaleza 
palúdica,  'principalmente  en  aquellos  individuos  del  campo 
que  huyendo  á los  horrores  de  la  guerra,  vinieron  á refugiar- 
se en  esta  ciudad. 

Pero  en  nuestro  sentir,  no  era  el  paludismo  el  que  daba 
lugar  á tanto  niño  con  eclampsia;  otro  era  el  factor  primor- 
dial, la  alimentación  ya  escasa  y malsana  como  servía  para 
sostener  á tantos  desgraciados  niños,  ya  abundante  y buena, 
determinando  ingestas. 

Referiremos  la  historia  de  algunos  de  estos  enfermitos, 
y así  se  comprenderá  cuán  justificado  está  el  que  molestemos 
la  atención  de  tan  distinguidos  Congresistas. 

OBSERVACION  I 

En  la  calle  de  Suárez  vivía  la  familia  de  D.  N , natural  de  Canarias, 

campesino,  con  seis  hijos  y su  esposa,  la  que  venía  enferma  del  campo,  con  fiebre 
diaria,  que  se  manifestaba  por  las  tardes,  con  frío,  calor  y sudor,  y piel  erizada  al 
comenzar  el  estado  febril;  hígado  doloroso,  lo  mismo  que  el  bazo,  y para  que  no 
ofreciese  dudas,  examinada  su  sangre  al  microscopio,  se  encontraron  elementos  de 


Laveran.  El  resto  de  la  familia,  aunque  con  huellas  evidentes  de  miseria  por  sus 
muchas  privaciones,  no  ofrecía  nada  de  particular;  así  transcurrieron  algunos  días, 
la  enferma  mejoraba  gracias  al  plan  dialítico,  unido  á la  hidroterapia  y á la  quini- 
na; pero  en  una  de  mis  visitas  me  hacen  ver  á uno  de  los  niños  con  fiebre,  el  que 
presentaba  un  estado  alarmante:  sudores  profusos,  desfiguro  mortal,  vómitos,  pulso 
taquicárdico  y convulsiones;  debemos  confesar  que,  alarmados  por  la  brusquedad 
del  ataque,  y recordando  los  antecedentes  palúdicos  de  la  madre,  creimos  vernos 
ante  un  caso  de  fiebre  perniciosa;  sin  embargo,  nos  limitamos  á indicarle  un  pur- 
gante de  calomel  y jalapa,  y tres  horas  después  un  purgante  salino,  baños  genera- 
les tibios,  para  combatir  su  temperatura  de  40,6;  así  como  su  estado  convulsivo; 
sin  olvidar  hacerle  grandes  lavados  intestinales,  cada  tres  horas,  siguiendo  el  pro-1 
cedimiento  aconsejado  por  el  doctor  José  Vila. 

Recogimos  sangre  de  este  enfermito,  y no  encontramos  en  el  examen  mi- 
croscópico nada  que  justificase  nuestros  temores  por  parte  del  paludismo;  volvimos 
á verle  el  mismo  día;  los  fenómenos  convulsivos  seguían  en  su  apogeo;  insistimos 
en  la  medicación  evacuante,  y no  tardaron  en  presentarse  abundantes  deposiciones 
de  una  fetidez  insoportable,  y tras  ellas,  como  por  encanto,  fueron  desapareciendo 
del  cuadro  clínico  todos  los  fenómenos  inquietantes.  Buscando  la  causa  que  pudie- 
ra explicarnos  tanta  gravedad,  averiguamos  que  dicho  niño,  en  un  descuido  de  la 
madre,  había  ingerido  una  gran  cantidad  de  manices  crudos. 

OBSERVACION  II 


Niño  E A , de  cinco  años  de  edad,  .sin  antecedentes  nerviosos,  hijo 

de  un  distinguido  compañero  que  forma  parte  de  la  Comisión  Organizadora  de 
este  Congreso;  este  niño  se  levanta  perfectamente,  al  poco  rato  se  siente  mal,  tiene 
frío  intenso,  se  queja  de  que  no  vé,  se  eleva  su  temperatura,  y no  tardan  en  pre- 
sentarse una  serie  de  convulsiones  horribles;  somos  solicitados  para  verle,  é impo- 
sible nos  es  describir  el  triste  cuadro  que  presenciamos.  Tan  grave  encontramos  al 
niño,  que  significamos  á nuestro  amigo  la  necesidad  de  qne  otros  compañeros  vi- 
niesen en  nuestra  ayuda,  pues  solo  no  queríamos  soportar  el  peso  de  tanta  respon- 
sabilidad. No  se  hicieron  esperar  los  doctores  Vila,  Delfín,  Dávalos,  Rensoli,  T. 
Coronado,  Valdespino  y Piquero;  ya  le  habíamos  indicado  un  purgante  de  calomel 
y aceite  de  ricino,  baños  generales  calientes  y masage.  Todo  parecía  inútil,  los  fe*- 
nómenos  nerviosos  se  desencadenaban  cada  vez  más,  la  situación  llegó  al  extremo 
de  que  todos  esperábamos  un  desenlace  fatal;  el  pulso  desaparecía  de  las  radiales, 
la  respiración  se  hizo  del  tipo  de  Cheine  Stokes,  y no  faltó  quien  prodigase  pala- 
bras de  consuelo  al  pobre  padre  que  vió  perdido  para  siempre  á su  hijo;  á pesar  de 
todo,  no  vacilamos,  recurrimos,  unidos  al  Dr.  Piquero,  á la  respiración  artificial,  é 
inyectamos  además  20  centímetros  cúbicos  de  suero  artificial.  No  tardó  dicha  in- 
yección en  hacer  su  efecto,  pues  momentos  después  la  respiración  se  hizo  más  re- 
gular, el  pulso  se  levantó  y el  niño  quedó,  durante  algunas  horas,  profundamente 
dormido;  al  despertarse  siente  deseos  de  evacuar,  después  de  lo  cual  se  despeja,  y 
empieza  á hablar  con  los  que  le  rodean,  quedando  conjurado  todo  el  peligro;  du- 
rante dos  ó tres  días  acusa  dolor  de  cabeza  y una  ligerísima  fiebre  que  cede  sin  la 
menor  cantidad  de  quinina. 

El  examen  de  la  sangre  de  este  niño  no  acusó  la  presencia  de  elementos  pa- 
lúdicos. Después  supimos  que  el  uiño  al  levantarse  había  tomado  una  taza  de 
chocolate,  según  nos  dijo  la  madre. 

OBvSERV ACION  III 


Niño  M M , de  7 años,  sin  antecedentes  nerviosos,  de  buena  consti- 

tución, bruscamente  acometido  de  fiebres  de  40  grados,  8 décimos,  precedida  de 
frío,  seguida  de  calor  y de  sudores  abundantes,  habitando  una  casa  de  fatales  con- 
diciones higiénicas,  pues  el  escusado  (de  pozo  negro)  está  incluido  en  las  habita- 
ciones. Nos  llama  la  atención,  al  ver  al  niño,  el  estado  comatoso  en  que  se  encuen- 
tra, unido  al  cual  por  momentos  se  le  presentaron  fuertes  sacudidas  nerviosas; 
advertimos  á la  familia  la  mala  impresión  que  nos  causaba  el  enfermo,  y le  indica- 
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mos  nos  avisase  á la  menor  convulsión  que  tuviera;  le  indicamos  un  purgante  y 
baños  tibios.  Recogimos  la  sangre  para  analizarla,  y estando  practicando  el  reco- 
nocimiento de  ella,  nos  avisan  que  el  niño  tenía  un  ataque.  (El  examen  de  la  san- 
gre no  acusó  elementos  de  Raveran).  Efectivamente,  encontramos  al  niño  en  pleno 
ataque  eclámptico,  tan  intenso  que  había  que  mantenerlo  en  el  baño  para  que  no 
saliera  de  él,  indiferente  á todo  estímulo,  con  fiebre  siempre  alta  y pulso  en  extre- 
mo pequeño;  durante  muchos  días  el  enfermo  está  entre  la  vida  y la  muerte,  su 
corazón  cae  por  momentos,  lo  que  nos  obliga  á inyectarle  cada  tres  horas,  durante 
dos  días,  20  centímetros  cúbicos  de  suero  artificial;  y para  que  todo  fuera  adverso 
en  este  caso,  á todos  los  fenómenos  señalados  acompañaba  una  parexia  intestinal 
notable,  la  que  afortunadamente  logramos  vencer  con  grandes  dosis  de  aceite  de 
ricino;  gracias  á ellas,  el  niño  empezó  á tener  francas  deposiciones  llenas  de  semi- 
llas de  guayaba y entonces  pudimos  averiguar  que  en  un  descuido  de  la  familia 

el  niño  había  descubierto  que  en  la  casa  existía  una  canasta  de  esta  fruta,  de  la 
que  comió  hasta  no  poder  más.  El  cuadro  que  presentó  este  enfermito  era  muy 
parecido  al  de  un  pernicioso;  tentados  estuvimos  en  ponerle  la  medicación  clásica 
de  los  palúdicos;  gracias  al  análisis  microscópico  pudimos  triunfar  sin  la  menor 
dosis  de  quinina;  bastaron  los  evacuantes  unidos  á los  baños  y al  suero  artificial, 
para  conseguir  su  completa  curación. 

OBSERVACION  IV 


Niño  de  ocho  meses  de  edad,  asistido  por  el  Dr.  Muñoz  Acosta,  quien  nos 
avisa  para  verlo;  anteriormeute  tratado  por  otros  compañeros,  les  daban  quinina 
para  una  ligera  fiebre;  bruscamente  es  atacado  por  fenómenos  convulsivos.  El  Dr. 
Muñoz  Acosta,  en  vista  de  lo  ocupado  que  está  el  vientre  del  niño,  le  indica  un 
purgante  de  calomel  y de  jalapa;  el  termómetro  marca  39  grados  8 décimos;  su 
respiración  irregular,  pulso  frecuente,  gritos  hidrocefálicos  y estravismo.  Este 
cuadro  lleva  á nuestro  ánimo  la  idea  de  un  proceso  meningítico  y es  de  advertir 
que  este  estado  eclámpsico  duró  desde  las  tres  de  la  tarde  á las  once  de  la  noche. 

Convinimos  en  insistir  con  la  medicación  evacuante,  baños  y el  suero  artifi- 
cial en  dosis  de  10  centímetros  cúbicos,  cada  dos  ó tres  horas,  con  el  fin  de  levan- 
tar el  tono  cardiaco;  no  se  hizo  esperar  la  mejoría:  al  siguiente  día  empieza  á eli- 
minar materias  fétidas  en  sus  deposiciones,  con  ello  cae  la  fiebre  y jsl  niño  entra 
en  franca  convalecencia. 

* Una  vez  pasado  el  peligro,  los  padres  le  confiesan  al  Dr.  Muñoz  que,  no  ha- 
biendo sido  posible  darle  leche  de  burra  (á  la  que  estaba  sometido  el  niño)  le  ha- 
bían dado  leche  de  vaca,  y que  tras  de  ella  habían  venido  todos  los  fenómenos  de 
gravedad  reseñados.  Ra  sangre  de  este  enfermo  no  fué  analizada;  pero  se  vé  que 
el  concepto  de  paludismo  vino  á la  mente  del  compañero  que  con  anterioridad  lo 
trataba,  toda  vez  que  se  limitó  á darle  quinina  con  la  que,  lejos  de  mejorar  el  en- 
fermo, empeoró;  mejorando  con  la  medicación  evacuante,  con  lo  que  queda  demos- 
trado que  todo  este  proceso  fué  debido  á una  ingesta. 


OBSERVACION  V 


Niña  de  9 años,  dispéptica,  hija  de  padres  sanos,  es  acometida  de  violentos 
escalofríos  con  ansiedad  precordial,  pulso  frecuente  (sobre  130)  el  termómetro  al- 
canza la  cifra  de  41  grados,  frialdad  de  las  extremidades,  acusando  un  profundo 
malestar  é intranquilidad  extrema. 

Estando  reconociéndola,  da  un  grito  al  cual  siguen  convulsiones,  espuma 
por  la  boca,  desviación  de  los  ojos  y pérdida  del  conocimiento.  Entre  las  causas 
probables  de  estos  accidentes,  existe  el  hecho  de  haber  comido  la  niña,  la  noche 
anterior,  unos  dulces. 

Debo  advertir  que  en  la  casa  hay  dos  individuos  atacados  de  paludismo,  y 
que  uno  de  ellos  estuvo  bastante  grave,  hasta  el  punto  de  haberlo  sometido  á la 
acción  de  altas  dosis  de  quinina  durante  algunos  días. 

Al  ver  la  brusquedad  del  ataque  convulsivo,  acompañado  de  altas  tempera- 
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turas,  nos  inclinamos  á creer  en  la  posibilidad  de  que  el  germen  palúdico  fuera  la 
causa  de  estos  accidentes. 

No  obstante,  como  la  niña  era  una  dispéptica,  que  contra  su  costumbre  tomó 
durante  la  noche  los  dulces  de  referencia,  instituimos  el  plan  evacuante;  pocas  ho- 
ras después  se  inició  la  acción  purgante  y con  ella  la  caída  de  la  temperatura  á 39 
grados;  á pesar  de  que  el  termómetro  bajó  notablemente,  sigue  la  enfermita  indi- 
ferente á todo  y en  extremo  nerviosa;  insistimos  en  sostener  la  acción  purgante, 
los  baños  tibios  y grandes  lavados  intestinales,  dispuestos  á indicarle  la  quinina  .si 
el  examen  microscópico  nos  autorizaba  á llenar  tal  indicación;  seguimos  con  el 
plan  eliminador,  como  lo  llama  nuestro  inteligente  amigo  el  Dr.  Vila,  quien  ha 
sido,  en  honor  de  la  verdad,  el  que  nos  ha  enseñado  todas  sus  ventajas. 

Son  en  número  considerable  las  observaciones  que  hemos 
podido  recoger  para  demostrar  lo  que  nos  proponemos  en  este 
trabajo;  pero  no  hemos  de  abusar  más  de  vuestra  atención, 
temeroso  de  cansaros  y de  traspasar  el  tiempo  reglamentario. 

CONCLUSIONES 

1*  Que  son  posibles  las  causas  de  error  en  las  eclamp- 
sias infantiles. 

2^  Que  en  ciertas  circunstancias  pueden  cometerse  erro- 
res diagnósticos  de  resultados  fatales  para  el  enfermo,  y que 
gracias  al  análisis  pueden  evitarse. 

3^  Que  la  medicación  evacuante,  unida  á los  baños  y al 
suero  artificial,  son  recursos  preciosos  con  que  cuenta  la  tera- 
péutica infantil. 


UN  CASO  DE  MAL  VERTEBRAL  DE  POTUCERVICAL  CURADO 


POR  EL 

D-R.  ERNESTO  EDELMA/N/N 

( HABANA,  CUBA  ) 

En  los  días  tristes  de  la  amarga  reconcentración,  en  qne 
veíamos  morir  víctimas  del  hambre  y del  paludismo  á cente- 
nares de  niños  y de  mujeres,  vimos  una  mañana  franquear 
las  puertas  del  Dispensario  de  la  Caridad,  refugio  de  los  des- 
graciados en  aquella  calamitosa  época,  un  campesino  llevando 
en  una  carretilla  un  niño  de  12  años  de  edad;  puesto  el  niño 
en  la  mesa  de  reconocimiento,  se  vio  qne  no  podía  tener  le- 
vantada la  cabeza,  descansando  la  barba  sobre  el  pecho,  las 
extremidades  inferiores  estaban  paralizadas,  incapaces  para 
sostener  el  peso  del  cuerpo,  conservando  intacta  la  sensibili- 
dad y agitadas  por  sacudidas  y temblores. 

Refiere  el  padre  que  poco  á poco,  en  virtud  de  su  mala 
situación,  había  sido  ésta  más  precaria,  y por  consiguiente, 
más  mala  é insuficiente  la  alimentación,  y poco  á poco  la  ca- 
beza fué  pegándose  al  pecho  de  donde  sólo  era  posible  levan- 
tarla á costa  de  grandes  dolores;  paulatinamente  había  perdi- 
do su  hijo  el  uso  de  sus  piernas  y finalmente,  los  esfínteres 
vexical  y anal  habían  perdido  su  contractibilidad  y mante- 
niéndose relajados,  dejaban  escapar  sus  contenidos.  El  raqui- 
tismo y el  escrofulismo,  primer  estadio  de  la  tuberculosis, 
marcaban  en  este  pobre  niño  sus  caracteres  indelebles;  reco- 
nocida su  columna  vertebral,  se  encontró  una  desviación  con 
ángulo  y curvadura  hacia  atrás,  en  la  parte  cervical  corres- 
pondiente á la  séptima  vértebra  cervical. 

Puesto  el  niño  en  el  aparato  de  suspensión,  acusó  mani- 
fiesto alivio,  alivio  que  se  nos  hizo  evidente,  por  la  cesación 
de  los  temblores  en  los  miembros  inferiores;  lo  citamos  para 
el  otro  día  y dimos  aviso  á un  mecánico,  el  cual  tomó  bajo 


nuestra  dirección  las  medidas  necesarias  para  hacerle  una 
minerva  que  terminaba  en  una  argolla,  la  cual  se  engancha- 
ba en  un  gancho  de  vástago  metálico,  que  convenientemente 
dispuesto,  partía  de  su  cintura  á donde  se  fijaba  por  medio  de 
un  fuerte  cinturón,  manteniéndose  en  su  posición  en  virtud 
de  unas  correas  que  pasaban  por  debajo  de  los  brazos  y venían 
á atarse  á la  parte  anterior  del  pecho. 

Man  teníase  así  la  cabeza  en  su  normal  posición,  corre- 
gíase la  curvatura  espinal;  cesa  por  consiguiente  la  compre- 
sión medular:  quince  días  permaneció  en  la  carretilla  el  niño, 
pero  no  acostado  sino  sentado;  sus  miembros  inferiores  deja- 
ron de  temblar;  sus  esfínteres  recuperaron  su  tonicidad  per- 
dida, y el  niño  ayudado  de  un  par  de  muletas,  abandonó  la 
carretilla;  un  mes  después  no  necesitó  de  las  muletas  y poco 
á poco  fuése  entregando  á todos  los  juegos  propios  de  la  niñez, 
la  carrera,  el  salto,  la  pelota,  etc.  Como  tratamiento  general 
se  le  dio  aceite  de  hígado  de  bacalao,  vino  de  quina,  coca  y 
kola  y fosfatos;  además  el  Dispensario  le  daba  diariamente 
un  litro  de  leche  y una  libra  de  harina  de  maíz,  pan  y cho- 
colate. 

Gracias  á esto,  yo  pude  hacer  útil  á un  pobre  é inocente 
niño. 


TUBERCULOSIS 

DE  LOS  ORGANOS  GENITALES  INTERNOS  FEMENINOS 


INFECCION  SECUNDARIA  DEL  PERITONEO  V DEL  INTESTINO 

POR  EL 

•D-R.  JOAQÜI/N  L.  DU  E/ÑAS 

( HABANA,  CUBA  ) 

La  literatura  médica  no  es  muy  rica  en  observaciones  de 
tuberculosis  genital  en  las  niñas.  Sólo  se  conocen  18  casos 
bien  descritos,  recopilados  por  Martha  Wollstein  en  un  recien- 
te artículo  de  los  Archives  of  Pedriatrics , of  New  York . (Vo- 
lumen xvii,  N9  5,  Mayo  1900,  p.  347.) 

El  siguiente  caso,  que  será  el  primero  descrito  en  la  Isla 
de  Cuba,  merece  referirse,  tanto  por  su  interés  clínico  como 
por  los  resultados  de  la  biopsia. 

P.  V.  L.  de  11  años  de  edad,  de  la  raza  de  color,  ingresó 
en  la  Sala  de  Niños  del  Hospital  n9  1 el  11  de  Julio  de  1900. 

Historia  familiar. — Padre  artrítico,  muerto  á los  sesen- 
ta años  de  edad.  Madre  asmática,  de  cuarenta  años:  vive  toda- 
vía. Han  tenido  ocho  hijos,  de  los  cuales  murieron  tres,  á 
consecuencia  de  enfermedades  intestinales  en  el  curso  de  la 
primera  infancia.  Los  restantes  son  saludables,  nada  de  sífi- 
lis ni  tuberculosis  en  los  padres  y colaterales. 

Historia  personal. — Esta  niña  gozó  de  buena  salud 
hasta  la  época  de  la  primera  dentición.  Algunas  indisposicio- 
nes ligeras  de  vientre  durante  ese  período.  No  hay  historia  de 
catarros  bronquiales,  afecciones  délos  ojos,  oídos,  huesos,  ar- 
ticulaciones ó ganglios  linfáticos.  Hubo  un  eczema  en  el  curso 
de  la  segunda  infancia  y algunos  ataques  pasajeros  de  fiebre. 

Hace  siete  meses  contrajo  el  sarampión.  Este  fué  inten- 
so, pero  regular,  hasta  el  período  de  descamación.  Al  final  de 


ese  período  sobrevino  un  anasarca  moderado  con  disminución 
de  las  orinas,  todo  lo  cual  desapareció  gradual  y espontánea- 
mente en  el  espacio  de  dos  semanas.  Quedaron  fiebres,  acom- 
pañadas de  diarrea  y adelgazamiento.  Este  estado  persistió 
cuatro  meses,  siguiendo  después  un  período  de  apirexia  de  tres 
meses,  durante  el  cual  el  vientre  fué  aumentando  poco  á poco  de 
volumen  hasta  alcanzar  el  desarrrollo  que  exhibe  el  día  de  su 
entrada  en  el  Hospital;  dolores  abdominales,  no  muy  inten- 
sos, localizados  por  la  enferma  en  el  hipogastrio,  acompaña- 
ron el  principio  de  esta  fase  de  distensión.  Según  la  tía  de  esta 
enferma,  el  estado  general  de  esta  negrita  ha  sido  bueno  du- 
rante los  dos  últimos  meses.  No  ha  habido  fiebre,  el  apetito 
era  regular,  caminaba  libremente  y no  parecía  sufrir  de  mo- 
lestia alguna,  á pesar  del  volumen  enorme  de  su  vientre.  Las 
funciones  intestinales  se  cumplían  con  regularidad.  Esta  ni- 
ña no  ha  recibido  asistencia  facultativa. 

Estado  actual. — A la  inspección  se  encuentra  una  niña 
de  mediana  complexión  y mucosas  anemiadas.  Pesa  54  libras 
y su  desarrollo  general  es  algo  inferior  al  que  corresponde  á 
una  niña  de  su  edad.  Talla:  1 metro  22  centímetros.  Circun- 
ferencia de  la  cabeza:  0,495.  Circunferencia  del  tórax:  0.60. 

El  examen  físico  no  revela  ninguna  anormalidad  en  las 
funciones  de  los  aparatos  digestivo  y respiratorio,  ni  en  el  ór- 
gano central  de  la  circulación.  Tampoco  se  encuentran  gan- 
glios infartados,  erupciones  cutáneas  ó flujo  vaginal.  Orinas 
claras,  neutras  y con  vestigios  de  albúmina,  pero  sin  elemen- 
tos renales.  Lo  único  que  llama  la  atención  es  el  volumen 
enorme  y la  forma  oval  del  vientre,  que  mide  82  centímetros 
de  circunferencia  al  nivel  de  un  plano  situado  á dos  traveses 
de  dedo  por  encima  de  la  cicatriz  umbilical.  Una  exploración 
minuciosa,  permite  comprobar  la  existencia  de  un  derrame 
ascítico  considerable. 

El  día  18  de  Julio  se  hizo  una  punción  con  el  trocar  de 
paracentesis,  la  que  dio  salida  á 2880  gramos  de  un  liquidó 
amarillento,  ligeramente  turbio,  de  reacción  alcalina  y una 
densidad  de  1026.  Haciendo  uso  de  la  fórmula  de  Reuss,  pa- 
ra hallar  la  proporción  de  albúmina,  se  obtuvo  la  cifra  de 
6.95%.  El  análisis  microscópico  reveló  la  existencia  de  células 
epiteliales  en  abundancia,  granulaciones  y glóbulos  refrin- 
gentes.  No  pudo  hacerse  entonces  un  examen  bacteriológico. 

Excluida  la  hidropesía  peritoneal,  ya  de  origen  circula- 
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torio  ó hidroémico  por  la  sintomatología,  la  anamnesis  y los 
caracteres  del  líquido  examinado,  sólo  quedaba  por  discutir  el 
diagnóstico  diferencial  entre  la  peritonitis  serosa  crónica  y la 
peritonitis  tuberculosa;  pero  ese  diagnóstico  suele  ser  á oca- 
siones bastante  difícil  para  tener  que  recurrir  al  empleo  de  la 
laparotomía  exploradora. 

Discutido  largamente  el  caso  con  el  Dr.  Fortún,  cirujano 
de  niños  del  Hospital,  convinimos  en  aceptar  la  idea  de  una 
peritonitis  exudativa  crónica,  aunque  no  de  un  modo  termi- 
nante, y en  consecuencia  se  acordó  esperar  á la  reproducción 
del  exudado,  para  intervenir  de  un  modo  más  activo. 

En  11  de  Agosto  se  le  hizo  otra  punción,  que  dio  salida 
á 2800  gramos  de  un  líquido  amarillento  y algo  más  turbio 
que  el  de  la  vez  anterior,  aplazándose  nuevamente  la  laparo- 
tomía para  la  próxima  intervención. 

Durante  el  tiempo  transcurrido  desde  la  primera  para- 
centesis, la  enferma  estuvo  sin  fiebre,  alimentándose  bien  y 
en  condiciones  de  espíritu  excelentes.  Se  empleó  la  medica- 
ción tónica,  y el  ioduro  de  sodio  al  interior,  y se  aplicaron  tres 
vejigatorios  sucesivos  en  las  regiones  hipogástrica  é iliacas. 

El  día  29  de  Agosto  se  practicó  la  laparotomía  con  la  idea 
de  dejar  después  un  drenage  abdominal,  práctica  operatoria 
que  lia  proporcionado  ya  gran  número  de  éxitos  en  casos  se- 
mejantes. Habla  ahora  el  Dr.  Fortun: 

Previa  anestesia  clorofórmica,  hicimos  en  latinea  media  y por  debajo  del  om- 
bligo, una  incisión  de  5 centímetros  de  longitud  próximamente.  Evacuado  el  líqui- 
do, llamó  nuestra  atención  la  coloración  rojo-obscura  del  peritoneo  parietal  y su 
notable  engrosamiento.  Introducido  el  dedo  índice  por  la  herida  en  dirección  de  la 
cavidad  pelviana,  notamos  una  tumefacción  bastante  estensa,  cuya  superficie  daba 
al  tacto  la  sensación  de  una  masa  papilomatosa,  lo  que  nos  hizo  pensar  que  podría 
tratarse  de  uno  de  esos  papilomas  ováricos  que  se  acompañan  casi  siempre  de  derra- 
me ascítico.  Agrandada  la  incisión  hacia  la  parte  inferior,  pudimos  notar  en  la  ma- 
sa intestinal  que  se  hernió  á través  de  la  herida,  una  coloración  rojo  intensa,  apre- 
ciando de  paso  que  se  encontraba  cubierta  de  innumerables  granulaciones  de 
dimensiones  variables,  el  mayor  número  del  tamaño  de  los  granos  de  millo,  alcan- 
zando otras  el  volumen  de  los  petit-pois.  Esas  granulaciones  tenían  una  coloración 
más  ó menos  rojiza.  Al  tacto,  la  masa  intestinal  ofrecía  la  sensación  del  charrín  y 
á la  compresión  se  sentían  los  folículos  solitarios  del  intestino  delgado,  extraordi- 
nariamente aumentados  de  volumen  y de  una  consistencia  leñosa. 

Reducida  la  masa  intestinal,  procedimos  á explorar  la  región  pelviana.  En- 
tonces vimos  que  el  tumor  advertido  por  el  índice  no  era  otra  cosa  que  el  ovario  de- 
recho y la  trompa,  cubierto  de  infinidad  de  granulaciones,  semejantes  á las  ante- 
riormente descritas;  pero  en  general  más  voluminosas.  Todo  el  ligamento  ancho 
estaba  también  sembrado  de  esas  granulaciones,  lo  mismo  que  el  peritoneo  pelviano. 
Practicamos  enseguida  la  extirpación  de  esos  anejos,  cauterizando  el  pedículo  con 
el  termo-cauterio.  Explorando  luego  los  del  lado  izquierdo,  se  comprobó  también 
la  existencia  de  tubérculos,  aunque  no  en  tanto  número  como  en  el  lado  derecho. 
También  fueron  extirpados. 

No  existía  en  ninguna  parte  exudado  fibrinoso,  colección  purulenta,  ni  adhe- 
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rencias.  No  encontramos  tampoco  ningún  tubérculo  superficial,  caseoso;  pero  en 
cambio,  la  expresión  de  ambas  trompas,  sobre  todo  la  derecha,  daba  salida  á mate- 
ria caseosa  en  abundancia. 

Acto  continuo  procedimos  á la  evisceración  del  paquete  intestinal,  no  sólo 
con  el  fin  de  examinarlo,  sino  también  con  el  de  exponerlo  á la  acción  del  aire  at- 
mosférico, que  tan  maravillosa  influencia  ejerce  sobre  las  lesiones  tuberculosas  del 
peritoneo.  Toda  la  porción  que  analizamos,  que  fué  considerable,  estaba  llena  de 
granulaciones,  lo  mismo  que  todo  el  peritoneo  parietal  que  podía  alcanzarse  con  el 
dedo.  En  el  mesenterio  se  notaban  ganglios  linfáticos  tumefactos  y duros. 

Secadas  con  gasa  las  porciones  de  líquido  que  quedaban;  cerramos  la  herida 
en  dos  planos,  uno  peritonal  y otro  cutáneo-aponeurótico,  sin  dejar  drenage. 

Las  consecuencias  de  la  operación  fueron  buenas,  pero 
como  á los  cinco  días  de  efectuada,  la  tensión  abdominal  pro- 
ducida por  la  reproducción  del  líquido  ascítico,  determinó  la 
separación  de  los  bordes  de  la  Herida,  aunque  sólo  superficial- 
mente, sin  que  saliese  por  ella  el  líquido  de  la  ascitis. 

Adjunto  se  verá  el  cuadro  de  la  temperatura  tomada 
en  los  días  que  siguieron  á la  intervención  operatoria. 
Hubo  una  reacción  moderada,  seguida  de  un  período  de 
apirexia  que  se  prolongó  por  espacio  de  siete  días.  La  fie- 
bre reapareció  después,  mientras  se  Hallaba  la  enferma  bajo 
un  régimen  lácteo  exclusivo;  pero  esta  vez  acompañada  de  un 
estado  saburral  marcado  y tendencia  á la  constipación,  sin  al- 
teración notable  del  estado  general.  A beneficio  de  los  eva- 
cuantes salinos,  antisepsia  intestinal  y dieta  láctea,  este  epi- 
sodio post-operatorio,  fué  desapareciendo  gradualmente  Hasta 
el  día  30  de  Agosto,  en  que  la  madre  vino  á buscar  la  enferma 
para  trasladarla  consigo  al  campo. 

La  pieza  anatómica  y el  líquido  ascítico  fueron  remiti- 
dos al  Dr.  Agramonte  para  su  examen  Histológico  y bacterio- 
lógico, quien  bondadosamente  nos  Ha  favorecido  con  las  si- 
guientes interesantes  notas: 

EXAMEN  MICROSCÓPICO  DE  LOS  TEJIDOS 


Ovario  izquierdo. — La  capa  cortical  del  órgano  está  considerablemente  es- 
pesada. El  epitelio  germinativo  no  puede  distinguirse,  habiendo  sido  reemplazado 
por  una  masa  espesa  constituida  por  células  de  tejido  conectivo  entrecruzado.  En 
la  zona  cortical  se  ven  numeroscs  folículos  de  Graaf  en  las  primeras  fases  de  su  de- 
sarrollo y también  un  incremento  manifiesto  de  todos  los  elementos  celulares.  Este 
ovario  contiene  al  menos  cuatro  cavidades  distintas  llenas  de  materia  caseosa.  To- 
das ellas  ocupan  aparentemente,  sólo  la  porción  cortical  del  órgano.  Las  parede- 
que  circundan  estos  territorios  degenerados,  representan  tejidos  de  granulación  tís 
picos,  la  conglomeración  de  las  células  es  más  pronunciada  y los  vasos  sanguíneos 
se  hallan  aumentados  en  número.  Además  de  estos  quistes  caseosos,  el  ovario  con- 
tiene unas  cuantas  zonas  de  infiltración  tuberculosa  incipiente  (tubérculos  miliares) 
algunas  con  destrucción  parcial  de  tejido  y mostrando  las  células  gigantes  clásicas. 

Ovario  y trompa  derecha. — El  ovario  derecho  está  íntimamente  adherido  á 
la  trompa  de  Falopio  cerca  del  pabellón.  Contiene  también  varias  cavidades  gran- 
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des  con  materia  caseosa.  De  hecho,  se  pueda  observar  á la  simple  inspección  del 
corte  microscópico,  que  la  mayor  parte  del  ovario  la  constituyen  cinco  grandes 
quistes  envolviendo  el  producto  caseoso  del  proceso  de  tuberculización,  La  capa  su- 
perficial está  formada  de  un  depósito  espeso  de  células  de  tejido  conectivo  elástico 
y de  fibras  entrecruzadas.  El  proceso  inflamatorio  parece  haber  sido  más  activo  en 
éste  que  en  el  otro  ovario,  pues  aunque  se  ven  menos  tubérculos  miliares  la  des- 
trucción de  tejido  ha  sido  mucho  mayor  según  lo  demuestra  el  gran  tamaño  de  las 
cavidades  existentes,  ha  trompa  de  Falopio  derecha  está  llena  también  de  una 
masa  de  materia  caseosa,  habiendo  sido  aparentemente  destruida  la  túnica  mucosa 
que  la  cubre.  Lasuperficie  peritoneal  está  compuesta  de  una  capa  serosa  espesa, 
pero  no  se  perciben  tubérculos  miliares.  La  capa  muscular  de  esta  trompa  está 
profundamente  infiltrada  de  pequeñas  células,  pero  sin  que  se  pueda  descubrir  en 
ninguna  parte  proceso  inflamatorio  ó tuberculoso  distinto,  aunque  indudablemente 
parte  de  esta  capa  ha  sufrido  la  degeneración  caseosa  que  ha  arrasado  con  la  mem- 
brana mucosa. 

El  proceso  aparente  en  ambos  ovarios  y en  la  trompa  de  Falopio  es  evidente- 
mente de  naturaleza  tuberculosa,  como  puede  verse  con  mucha  facilidad  hasta  con 
un  rápido  examen  de  los  cortes. 

INVESTIGACIÓN  BACTERIOLÓGICA 

El  día  5 de  Septiembre  se  inocularon  5 c.  c.  de  líquido  ascítico  á un  curiel 
por  la  vía  intra-peritoneab 

Peso  original : 485  gramos. 
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La  autopsia  no  demostró  infarto  alguno  de  los  ganglios  linfáticos  retro-peri- 
toneales.  El  bazo  tiene  dos  focos  necrósicos  que  no  revisten  importancia. 


Del  estudio  macroscópico  y microscópico  de  la  pieza  ana- 
tómica puede  inferirse  que  en  este  caso  la  lesión  más  antigua 
correspondía  á los  anexos  del  útero,  desde  los  cuales  se  propa- 
gó el  proceso  secundariamente  al  peritoneo  y al  paquete  in- 
testinal. 

La  trompa,  y sobre  todo  el  ovario  derecho,  son  los  órga- 
nos que  demuestran  un  período  más  avanzado  de  desarrollo 
en  las  lesiones.  El  tipo  evolutivo  de  la  lesión  tuberculosa  co- 
rresponde á la  forma  crónica  difusa  de  Williams,  caracteriza- 
da por  brotes  sucesivos  de  tubérculos  miliares  que  comen- 
zaron en  los  trompas  y ovarios,  hasta  los  de  más  reciente  data 
que  se  encontraron  repartidos  en  el  peritoneo  y el  paquete 
intestinal. 

Desde  el  punto  de  vista  patogénico,  la  lesión  genital  de 


esta  niña  parece  primitiva,  ya  que,  hasta  donde  la  clínica  per- 
mite ser  afirmativo,  no  se  pudo  comprobar  la  existencia  de 
focos  más  antiguos  en  ningún  otro  órgano  del  cuerpo.  Es  di- 
fícil precisar  si  el  comienzo  de  la  infección  tuvo  lugar  á tra- 
vés de  la  vulva  ó si  los  bacilos  penetraron  directamente  por 
el  torrente  circulatorio.  Sin  embargo,  dada  la  rareza  de  la  tu- 
berculosis ascendente  del  conducto  genital  en  las  niñas,  de- 
mostrada en  la  colección  de  hechos  recopilados  por  Martha 
Wollstein,  dada  también  la  ausencia  de  todo  flujo  vaginal  des- 
de el  principio  de  la  enfermedad,  la  integridad  de  la  vulva  y 
la  vagina  y el  estado  saludable  que  reveló  la  exploración  del 
útero  durante  el  acto  operatorio,  se  puede  suponer  que  la  in- 
fección tuvo  lugar  directamente  por  medio  del  líquido  sanguí- 
neo, ya  que  no  existen  datos  hasta  el  presente  que  permitan 
resolver  si  la  infección  de  los  anexos  del  útero  puede  verifi- 
carse á través  de  la  vía  vaginal,  sin  contaminar  previamente 
cualquiera  de  los  órganos  colocados  á su  paso. 

Desde  el  punto  de  vista  de  la  clínica,  este  hecho  demues- 
tra lo  difícil  que  es  hacer  el  diagnóstico  de  las  tuberculosis 
peritoneales  en  ciertos  casos  de  etiología  complexa  y de  mar- 
cha insólita.  A favor  de  la  peritonitis  tuberculosa,  teníamos 
entre  los  antecedentes,  la  constitución  linfática,  las  malas  con- 
diciones higiénicas,  la  falta  de  recursos  y el  ataque  de  saram- 
pión que  inició  la  serie  morbosa  y que,  según  se  sabe,  favorece 
en  alto  grado  el  desarrollo  de  los  procesos  tuberculosos.  En 
contra  teníamos,  los  antecedentes  hereditarios  negativos  y la 
buena  salud  de  la  niña  hasta  entonces. 

Después  de  la  fiebre  eruptiva,  la  evolución  de  los  síntomas 
adquiere  un  carácter  singular.  Aparece  primero  una  fase  de 
anasarca  acompañada  de  disminución  délas  orinas,  lo  que  su- 
giere de  pronto  la  idea  de  una  nefritis  transitoria  posible. 
Luego  sigue  un  período  de  cuatro  meses  de  duración,  caracte- 
rizado por  fiebre,  diarreas  y adelgazamiento,  que  si  hoy  pue- 
den explicarse  muy  bien  por  1a.  existencia  de  la  tuberculosis 
salpingo-ovárica  descubierta  en  el  acto  operatorio,  no  podían 
ser  suficientes  para  admitir  el  diagnóstico  de  peritonitis  tu- 
berculosa, á pesar  del  desarrollo  consecutivo  del  vientre,  ocu- 
rrido durante  el  período  apirético  de  tres  meses,  y caracterizado 
al  principio  por  dolores  hipogástricos  más  ó menos  marcados 
é intermitentes.  El  funcionamiento  normal  del  intestino  en  to- 
da esa  época,  el  aumento  de  peso  y el  estado  general  excelen- 
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te  que  exhibió  esa  niña  el  día  de  nuestro  primer  examen,  jus- 
tificaban una  prudente  reserva,  que  sólo  podían  desvanecer,  ó 
el  resultado  positivo  de  una  investigación  bacteriológica  ó la 
laparotomía  exploradora,  según  aconsejan  la  mayor  parte  de 
los  escritores  contemporáneos.  No  hablo  de  la  prueba  de  la 
tuberculina,  porque  en  el  estado  actual  de  los  conocimientos, 
no  puede  considerarse  como  absolutamente  satisfactoria.  1 

La  pi'esencia  de  un  vasto  derrame  enteramente  libre  en 
la  cavidad  peritoneal,  la  ausencia  de  dolor  á la  presión  y la 
posibilidad  de  encontrar  también  en  la  peritonitis  exudativa 
crónica  el  mismo  conjunto  sintomático,  unido  á la  falta  de  an- 
tecedentes hereditaidos  precisos,  la  supresión  de  la  fiebre  por 
un  tiempo  tan  prolongado  y la  integridad  de  los  órganos  di- 
gestivos, nos  hicieron  titubear,  con  tanto  más  motivo  cuanto 
que  las  peritonitis  simples  suelen  suceder  á las  fiebres  erup- 
tivas y á las  nefritis  agudas  de  la  infancia. 

De  la  historia  clínica  precedente  puede  inferirse  también 
que  en  ausencia  de  flujo  vaginal  purulento  de  naturaleza  ba- 
cilar, no  es  posible  presumir  siquiera  la  existencia  de  una  tu- 
berculosis primitiva  de  los  órganos  genitales  internos  en 
las  niñas. 


1 Hemos  tenido  oportunidad  de  saber  recientemente,  que  la  operada  vive 
en  excelentes  condiciones  de  salud  en  el  pueblo  de  campo  al  cual  se  trasladó.  El 
derrame  no  ha  vuelto  á reproducirse  y el  aumento  de  peso  ha  sido  regular  y pro- 
gresivo. 
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TUBERCULOSIS 

OF  THE 

FEMALE  INTERNAL  GENITAL  ORGANS 

SECONDARY  INFECTION  OF  THE  PERITONEUM  AND  THE  INTESTINE 

BY 

J.  L.  DUE/NAS,  M.  D., 

ATTENDING  PHYSICIAN  TO  CHILDREN’S  ward,  hospital  “ NUM.  1 ” 

( HAVANA,  CUBA  ) 


Medical  literature  is  not  very  rich  in  observations  on  genital  tuberculosis  of 
female  children.  Eighteen  well-defined  cases  are  only  known  up  to  the  present 
date,  compiled  by  Martha  Wollstein  in  a recent  article  published  in  Archives  op' 
Pediatrics  (Vol.  xvii.,  No.  5,  May,  1900,  p.  347). 

The  following  case,  the  first  to  be  described  in  the  Island  of  Cuba,  deserves 
especial  attention  not  only  on  account  of  its  clinical  interest  but  for  the  results  in 
biopsy: 

P.  V.  E.,  eleven  years  old,  colored,  entered  the  Children’s  Ward  at  Hospital 
No.  1 on  July  11,  1900. 

Family  history.  —Father  was  arthritic  and  died  when  sixty  years  old. 
Mother  is  asthmatic,  forty  years  old,  living.  The  parents  had  eight  children,  three 
of  whom  died  in  early  infancy  from  diseases  of  the  intestines.  The  rest  are  healthy. 
There  is  no  syphilitic  nor  tubercular  taint  in  the  parents  and  relatives. 

Personal  history. — This  girl  enjoyed  good  health  up  to  the  period  of  the 
first  teething.  Slight  bowel  trouble  during  this  period.  No  history  of  bronchial 
catarrh,  diseases  of  the  eyes,  bones,  joints  or  lymph  nodes.  During  childhood 
there  was  an  eczema  and  some  transient  attacks  of  fever.  About  seven  months  ago 
she  developed  measles  during  an  epidemic.  The  disease  was  intense  but  regular 
up  to  the  stage  of  desquamation.  At  the  end  of  that  period  a moderate  anasarca 
appeared  with  scanty  urine,  all  of  which  phenomena  gradually  and  spontaneously 
disappeared  in  two  weeks.  There  remained  fever  attended  by  diarrhea  and  loss  of 
flesh.  That  condition  persisted  for  four  months,  followed  by  a period  of  apyrexia, 
which  lasted  three  months,  during  which  time  the  abdomen  augmented  in  volume 
till  it  reached  the  size  it  exhibited  on  the  day  of  entrance  to  the  hospital.  There 
were  abdominal  pains  of  no  great  intensity.  These  pains  were  located  in  the  hypo- 
gastric region  at  the  beginning  of  this  period  of  distension. 

According  to  the  patient’s  aunt  the  condition  of  this  little  girl  had  been  good 
during  the  past  two  months.  There  was  no  fever,  the  appetite  was  fair,  she  could 
walk  freely,  and  she  did  not  appear  to  suffer  at  all,  notwithstanding  the  abnormal 
size  of  her  abdomen.  The  intestinal  functions  were  regular.  The  child  had  no  me- 
dical attendance. 

Present  condition. — On  inspection  we  find  a girl  of  fair  constitution  and 
with  pale  mucous  membranes.  She  weighs  fifty-four  pounds  and  is  somewhat 
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undersized  for  her  age.  Her  heigh  is  1.22  meters;  circumference  of  the  head,  495; 
circumference  of  the  thorax,  .60. 

Physical  examination  does  not  reveal  any  abnormal  condition  in  the  respira- 
tory, digestive  and  cardiac  systems.  There  is  no  enlargement  of  the  lymph  nodes, 
nor  is  there  any  skin  eruption  nor  vaginal  discharge.  The  urine  is  clear  and  neutral 
with  traces  of  albumin  but  without  any  morphotic  elements.  The  only  circumstan- 
ce which  deserves  especial  attention  is  the  great  size  and  oval  form  of  the  abdomen, 
which  measures  82  cm  in  circumference  at  a level  of  one  and  one-half  inches  above 
the  umbilicus.  Careful  examination  demonstrated  the  existence  of  considerable 
ascitic  effusion. 

On  July  18th  a puncture  was  made  with  a trocar  and  cannula  which  allowed 
the  flow  of  2800  grammes  of  a yellowish  liquid,  slightly  turbid,  and  of  alkaline 
reaction  and  a specific  gravity  of  1026.  By  means  of  Reuss’  formula  to  find  the 
proportion  of  albumin,  it  was  found  to  be  6.95  per  cent.  The  microscopic  examina- 
tion revealed  the  existence  of  epithelial  cells  in  large  quantity,  also  granulations  and 
refringent  globes.  A bacteriologic  examination  could  not  be  made. 

Taking  into  consideration  the  symptomatology,  the  anamnesis  and  the  cha- 
racter of  the  liquid  examined,  peritoneal  dropsy  should  be  excluded,  whether  from 
hydremic  or  hepatic  origin.  The  discussion  of  differential  diagnosis  between  chro- 
nic serous  peritonitis  and  tnbercular  peritonitis  now  remains,  but  such  a diagnosis 
becomes  sometimes  so  difficult  as  to  require  the  use  of  an  exploratory  laparotomy. 

After  thoroughly  discussing  the  case  with  Dr.  Fortun,  children’s  surgeon  at 
the  hospital,  we  agreed  to  accept  the  idea  of  a chronic  exudative  peritonitis,  al- 
though not  in  definite  terms,  and  in  consequence  we  decided  to  wait  for  the  repro- 
duction of  the  effusion  in  order  to  employ  more  energetic  treatment. 

On  August  11th  another  puncture  was  made  which  allowed  a flow  of  2800 
grammes  of  a yellowish  liquid  somewhat  more  turbid  than  on  the  previous  oc- 
casion and  we  again  postponed  the  laparotomy. 

Since  the  time  of  the  first  tapping  the  patient  remained  without  fever, 
nourishing  herself  well  and  keeping  in  excellent  spirits.  For  treatment,  tonics  and 
the  iodid  of  sodium  internally;  externally,  three  successive  blisters  on  the  iliac  and 
hypogastric  regions  were  employed. 

On  August  29th  laparotomy  was  performed  with  the  idea  of  procuring  sub- 
sequent abdominal  drainage,  this  operatory  practice  having  been  very  successful, 
in  similar  cases. 

Dr.  Fortun  makes  his  report  as  follows. 

“The  patient  being  under  chloroform  we  made  in  the  middle  line  and  below 
the  umbilicus  an  incision  about  five  centimeters  long.  After  the  fluid  was  evacuated 
our  attention  was  called  to  the  dark  reddish  coloration  of  the  parietal  peritoneum 
and  its  notable  thickening.  Introducing  the  index  finger  through  the  incision  in 
the  direction  of  the  pelvic  cavity,  we  discovered  quite  a large  tumefaction,  the  sur- 
face of  which,  on  being  touched,  felt  like  a papillomatous  mass,  which  caused  us 
to  think  that  we  might  be  contending  with  one  of  those  ovarian  papillomata,  which 
are  nearly  always  accompanied  by  ascitic  effusion.  On  enlarging  the  incision  down- 
wards a deep  red  coloration  could  be  noted  in  the  intestinal  mass  protruding 
across  the  wound  which  was  covered  with  innumerable  granulations  of  varying 
sizes,  the  majority  of  them  the  size  of  millet  grains  while  others  were  as  large  as 
peas.  These  granulations  had  more  or  less  of  a reddish  color.  On  touching  the 
intestinal  mass  it  had  the  sensation  of  shagreen,  and  on  pressing  it,  the  solitary 
follicles  of  the  small  intestine  were  felt,  which  were  extraordinarily  increased  in 
size  and  of  hard  consistence. 

“After  reducing  the  intestinal  mass  we  proceeded  to  explore  the  pelvic  region. 
We  then  saw  that  the  tumor  felt  by  the  index  finger  was  no  other  than  the  right 
ovary  and  the  Fallopian  tube  covered  with  an  infinite  number  of  granulations 
similar  to  those  already  described,  but  generally  larger.  The  entire  broad  ligament 
was  also  enveloped  with  granulations  the  same  as  the  pelvic  peritoneum.  We  at 
once  performed  the  extirpation  of  these  appendages,  cauterizing  the  pedicle  with 
the  thermocautery.  Those  of  the  left  side  were  then  explored,  which  also  confirmed 
the  existence  of  tubercles,  although  not  so  numerous  as  those  of  the  righ  side. 
They  were  also  extirpated. 

“In  no  part  did  fibrinous  exudation,  purulent  collections,  nor  adhesions 
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exist.  Neither  did  we  find  a caseous  tubercle,' but  on  the  other  hand  the  compres- 
sion of  both  Fallopian  tubes,  above  all  the  right  one,  caused  the  flow  of  caseous 
matter  in  abundance. 

“The  evisceration  of  the  intestinal  mass  was  then  performed,  not  only  for 
the  purpose  of  examining  it,  but  also  to  expose  it  to  the  atmospheric  air,  which 
exercises  such  wonderful  influence  over  tuberculous  lesions  of  the  peritoneum. 
The  entire  portion  that  we  examined,  which  was  considerable,  was  full  of  granula- 
tions, the  same  as  all  of  the  parietal  peritoneum,  which  could  be  reached  with  the 
finger.  In  the  mesentery,  swollen  and  hard  lymphatic  ganglia  were  noted. 

“After  drying  with  gauze  the  remaining  liquid  portions  we  closed  the  wound 
in  two  layers,  one  a peritoneal  and  the  other  a cutaneo-aponeurotic,  without  leav- 
ing a drain.” 

The  result  of  the  operation  was  good,  but  about  five  days  after  performing 
it  the  abdominal  tension,  occasioned  by  the  reproduction  of  the  ascitic  effusion, 
brought  about  a separation  of  the  borders  of  the  wound,  although  only  superficial- 
ly and  the  ascitic  fluid  did  not  run  out. 

Below  will  be  found  a table  of  the  temperature  (see  chart)  taken  during  the 
days  following  the  operation.  There  was  a phase  of  moderate  reaction  followed  by 
a period  of  apyrexia  which  lasted  seven  days,  The  fever  reappeared  afterwards 
while  the  patient  was  under  an  exclusive  milk  diet,  but  this  time  accompanied  by 
a marked  saburral  state  and  tendency  towards  constipation  without  any  notable 
change  of  the  general  condition.  Through  saline  evacuants,  intestinal  antisepsis 
and  a milk  diet  this  post-operative  period  was  gradually  disappearing,  when  on 
August  30th  the  mother  moved  the  patient  to  the  country. 

The  anatomic  piece  and  the  ascitic  liquid  were  sent  to  Dr.  Agramonte  for  the 
bacteriological  and  hystological  examination,  and  he  has  given  the  following  in- 
teresting report: 

MICROSCOPICAL  EXAMINATION  OF  THE  TISSUES 


“ The  left  ovary. — The  covering  of  the  organ  is  considerably  thickened,  the 
germinal  epithelium  cannot  be  discerned,  having  been  replaced  by  a thick  mass  of 
interlacing,  connective  tissue  cells.  In  the  cortical  zone  are  seen  numerous  Gra- 
afian follicles  in  the  early  stages  of  their  development,  also  a decided  increase  of 
all  the  cellular  elements.  This  ovary  contains  at  least  four  distinct  cavities  filled 
with  caseous  material,  all  of  them  apparently  involving  only  the  cortical  portion 
of  the  organ.  The  walls  surrounding  these  degenerated  spots  represent  typical 
granulation  tissue,  the  conglomeration  of  cells  is  more  pronounced  and  the  blood- 
vessels are  increased  in  number.  Besides  these  caseous  cysts,  the  ovary  contains  a 
few  areas  of  beginning  tubercular  infiltration  (miliary  tubercles),  some  with  partial 
destruction  of  tissue  and  containing  the  classic  giant  cells.  (See  Figure  1). 

“ The  right  ovary  and  tube. — The  right  ovary  is  closely  adherent  to  the  Fal- 
lopian tube  near  its  fimbriated  extremity;  it  also  contains  several  large  cavities 
with  caseous  material  in  the  cortex;  in  fact,  a naked  eye  view  of  the  specimen 
shows  that  the  greater  part  of  the  ovary  consists  of  five  large  cysts  enclosing  the 
cheesy  result  of  the  tubercular  process.  The  superficial  coat  is  formed  of  a thick 
layer  of  interlacing  elastic  and  connective  tissue  cells.  The  inflammatory  process 
here  seems  to  have  been  more  active  than  in  the  other  ovary,  for  although  there 
are  less  miliary  tubercles  to  be  seen,  the  destruction  of  tissue  has  been  greater  as 
evidenced  by  the  large  size  of  the  existing  cavities. 

“The  right  Fallopian  tube  is  filled  with  a mass  of  cheesy  material,  the  muc- 
ous membrane  proper  having  been  apparently  destroyed.  The  peritoneal  surface  is 
made  up  of  a thick  serous  coat  but  no  miliary  tubercles  can  be  outlined.  The  mus- 
cular coat  of  this  tube  is  deeply  infiltrated  with  small  cells  but  no  distinct  tuber- 
culous inflammatory  process  can  be  made  out,  although  doubtless  part  of  this  coat 
has  undergone  the  cheesy  Regeneration  which  has  made  away  with  the  mucous 
membrane. 

“The  process  apparent  in  both  ovaries  and  in  the  Fallopian  tube  described 
is  evidently  of  a tubercular  nature,  as  may  be  readily  seen  even  upon  a cursory 
examination  of  the  sections.  (See  Figure  II)' 
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"BACTERIOLOGICAL  INVESTIGATION 

"On  September  5th  5 c.  cm.  of  the  ascitic  fluid  were  inoculated  in  a guinea- 
pig  through  the  peritoneal  cavity. 
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“Autopsy  did  not  show  any  enlargement  of  the  retroperitoneal  lymph  nodes. 
The  spleen  presents  two  necrotic  focii  of  no  importance.” 

Both  from  the  macroscopical  and  microscopical  examination  of  the  anatomic 
piece  it  can  be  inferred  that  the  oldest  lesion  in  this  case  belongs  to  the  appendages 
of  the  uterus  from  which  the  process  was  secondarily  propagated  to  the  peritone- 
um and  the  intestinal  mass.  The  Fallopian  tubes  and  above  all  the  right  ovary  are 
the  organs  which  demonstrate  a more  advanced  stage  of  development  of  lesions. 
The  evolutive  type  of  the  tubercular  lesions  belongs  to  the  chronic  diffuse  form  of 
Williams,  characterized  by  successive  crops  of  miliary  tubercle,  which  originated 
in  the  tubes  and  ovaries  even  those  of  more  recent  date  found  scattered  in  the  peri- 
toneum and  the  intestinal  mass.  From  the  pathogenetic  point  of  view,  it  seems 
that  the  genital  lesion  on  this  girl  is  primary  and,  so  far  as  clinical  experience 
permits,  we  can  affirm  that  the  existence  of  foci  of  a more  ancient  date  in  any 
other  organ  of  the  body  could  not  be  substantiated.  It  is  difficult  to  state  with 
precision  whether  the  beginning  of  the  infection  took  place  through  the  vulva  or 
whether  the  bacilli  made  their  way  through  the  blood. 

Notwithstanding,  taking  in  consideration  the  rarity  of  the  ascending  tuber- 
culosis of  the  genital  tracts  in  female  children,  demonstrated  by  the  data  collected 
in  M.  Wollstein’s  paper,  and  also,  the  absence  of  vaginal  discharge  from  the  outset 
of  the  disease,  the  patency  of  the  vulva  and  va  ina  and  the  healthy  condition  of 
the  uterus  revealed  by  the  exploration  accomplished  during  the  operation,  it  may 
be  supposed  that  infection  took  place  through  the  blood,  since  there  is  no  data  up 
to  the  present  time  which  may  allow  a decision  as  to  whether  an  infection  of  the 
adnexes  of  the  uterus  may  take  place  through  the  vagina  without  first  contaminat- 
ing some  of  the  other  structures  placed  in  its  way. 

From  a clinical  standpoint  this  fact  proves  how  difficult  is  the  diagnosis  of 
peritoneal  tuberculosis  in  certain  cases  of  comply  etiology  and  uncommon  de- 
velopment. 

As  an  argument  in  favor  of  tubercular  peritonitis,  we  had,  amongst  antece- 
dents. the  lymphatic  constitution  of  the  patient,  the  unfavorable  hygienic  surro- 
undings, the  lack  of  means  and  the  attack  of  measles  which  initiated  the  morbid 
series  which  is  known  to  favor  the  development  of  the  tuberculous  process.  Against 
it,  we  had  the  negative  hereditary  antecedents  and  the  girl’s  good  health  until  the 
attack  of  measles. 

After  the  eruptive  fever,  the  evolution  of  symptoms  took  a peculiar  charac- 
ter. A stage  of  anasarca  accompanied  by  a decrease  of  urine  first  appeared,  which 
at  once  suggested  the  idea  of  a possible  transient  nephritis.  Then  followed  a period 
of  four  months’  duration  which  was  characterized  by  fever,  diarrhea  and  emaci- 
ation, phenomena  which  although  easily  explainable  to-day  by  the  existence  of 
salpingo-ovaric  tuberculosis  discovered  during  the  operation,  wTere  not  of  sufficient 
value  to  permit  the  diagnosis  of  tubercular  peritonitis,  notwithstanding  the  enlar- 
gement of  the  abdomen  which  occurred  during  the  three  months  of  apyrexia,  and 
which  was  at  the  onset  characterized  by  hypogastric  pains  more  or  less  defined  and 
intermittent. 

The  normal  functions  of  the  intestine  in  all  that  stage,  the  increase  in  weight 
and  the  excellent  condition  exhibited  by  the  patient  when  first  seen,  justified  us 
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in  assuming  an  attitude  of  reserve  which  could  only  be  altered  either  by  the  posi- 
tive result  of  a bacteriological  investigation  or  by  exploratory  laparotomy,  as 
counseled  by  most  recent  writers. 

I do  not  speak  of  the  tuberculin  test,  because  up  to  the  present  it  can  not  be 
considered  absolutely  satisfactory.  The  presence  of  a large  free  effusion  in  the  pe- 
ritoneal cavity,  the  absence  of  pain  on  pressure,  and  the  possibility  of  finding  in 
chronic  exudative  peritonitis  the  same  train  of  symptoms  together  with  the  lack 
of  precise  hereditary  antecedents,  the  suppression  of  fever  for  such  a prolonged 
period  and  the  patency  of  the  digestive  functions,  made  us  hesitate,  inasmuch  a 
simple  peritonitis  sometimes  follows  eruptive  fevers  and  acute  nephritis  in  chil- 
dren. 

We  have  lately  learned  that  the  patient  is  enjoying  perfect  health  in  the 
country  town  to  which  she  was  removed.  There  has  been  no  reproduction  of  the 
serous  effusion  and  her  gain  in  weight  has  been  regular  and  progressive. 


pleuresía  purulenta  metaneumonica 

PLEUROTOMIA,  NEUMOTORAX  V ENE. SEMA  SECUNDAR. O 


POR  EL 


JOAQCI  l/N  L DUEÑAS 

( HABANA,  CUBA  ) 

En  los  niños  recién  nacidos  la  pleuresía  purulenta  d'  em- 

hhe  es  mas  común  que  la  consecutiva  á la  pleuresía  sero-fibri- 

nosa  La  puerperalidad  es  el  factor  etiológico  más  frecuente 
de  esta  forma  de  pleuresía.  De  todas  las  enfermedades  agudas 
que  se  acompañan  de  inflamaciones  de  la  pleura  como  las  fie 
bres  eruptivas,  fiebre  tifoidea,  coqueluche,  etc.,  la Turnout' 

4 men"do  d “ ■» 

Estos  hechos  habían  sido  establecidos  ya  por  gran  nú 
mero  de  observadores  antiguos,  como  Hervieux,  Rogé?  Thore 
Rilliet  y Barthez,  West,  Henoch;  y han  sido  confirmados  en 
los  lempos  modernos  por  D’Espine  y Picot,  Descroízüles 
Marfan,  Sevestre,  Netter,  Koplik  y otros  muchos.  ’ 

co  K,CaSj  Cjue  voy  a refenr  ofrece  suficiente  interés  para 
er  publicado,  con  tanto  más  motivo  cuanto  que  hasta  ahora 
no  se  había  hecho  mención  de  la  pleuresía  purulenta  in- 
fantil en  nuestra  literatura  médica,  ni  yo  tengo  noticias  de 
que  se  haya  practicado  la  operación  del  empiema  en  Cuba  1 
una  edad  tan  temprana.  a 

La  niña  H.  A.,  de  un  mediano  desarrollo,  nació  el  15  de 
Septiembre  de  1900  y á los  25  días,  cayó  enfem^con  los  sig- 
nos  de  un  catarro  febril.  ~ g 

Historia  familiar.— El  padre  es  joven  y de  regular 
constitucmn.  La  madre  linfática,  débil  y ¿endosa.  Han  goza- 

do  NoTinbo5  ,lranteel  í'emP°  clue  Uevan  de  matrimo- 
nio. No  hubo  nada  de  particular  durante  el  curso  de  este  pri- 


nier  embarazo  y el  parto  fué  á término  y normal.  Pero  asistida 
esta  señora  por  una  mujer  ignorante  y viviendo  en  unión  de 
otros  familiares,  en  dos  habitaciones  que  no  reunían  buenas 
condiciones  higiénicas,  adquirió  una  fiebre  puerperal  á los  dos 
días  del  alumbramiento.  Su  estado  fué  grave  y tuvo  que  su- 
frir un  raspado  del  útero  á los  ocho  días  de  enfermedad,  des- 
pués de  lo  cual  entró  rápidamente  en  convalecencia. 

Historia  previa. — Esta  niña  tomó  el  pecho  materno 
durante  los  dos  primeros  días;  en  los  diez  ó doce  días  siguien- 
tes, el  pecho  de  la  abuela,  y por  último,  leche  de  vaca  tercia- 
da, que  determinó  la  aparición  de  fenómenos  dispépticos  se- 
guidos de  adelgazamiento. 

Historia  de  ea  presente  enfermedad. — En  estas 
condiciones  tan  desfavorables,  contrajo  un  catarro  bronquial  fe- 
bril, siendo  asistida  por  el  médico  de  la  familia  desde  el  día 
10  hasta  el  14  de  Octubre,  en  que  me  hice  cargo  de  la  direc- 
ción del  caso,  previo  acuerdo  con  el  compañero. 

En  el  examen  practicado  en  esa  fecha  (49  día  de  enfer- 
medad) encontré  los  signos  de  una  bronco-neumonia  aguda  del 
lado  derecho;  murmullo  vesicular  disminuido,  estertores  mu- 
cosos y sibilantes,  un  foco  de  estertores  sub-crepitantes  á la 
inspiración  profunda  y respiración  bronquial  al  nivel  del  án- 
gulo del  omóplato.  A la  percusión,  la  sonoridad  estaba  lige- 
ramente disminuida,  sobre  todo  en  la  parte  media  del  tórax. 
Lado  izquierdo  normal  á la  exploración. 

Había  además  tos,  un  poco  húmeda,  respiración  frecuen- 
te, superficial,  con  el  tipo  irregular  que  caracteriza  el  acto  res- 
piratorio en  el  recién  nacido;  exageración  del  tirage  abdominal 
normal  y respiración  nasal  poco  marcada. 

Indicación: — Calomel  y ricino.  Poción  con  digital  é ipeca- 
cuana y pequeño  vejigatorio  al  nivel  del  foco.  Leche  de  burra. 

Después  de  cuatro  días  de  tratamiento  se  podía  compro- 
bar la  disminución  de  la  tos  y de  la  fiebre,  la  reducción  de  la 
zona  congestionada  y la  desaparición  completa  de  los  esterto- 
res subcrepitantes  que  fueron  reemplazados  por  estertores 
gruesos.  En  los  días  subsecuentes  empezó  á notarse  en  el  foco 
de  respiración  ruda  que  todavía  subsistía  al  nivel  de  la  es- 
cápula, un  soplo  bronquial  cada  vez  más  intenso  y propagán- 
dose á toda  la  base  derecha;  estertores  sonoros  y mucosos  y 
repercusión  de  los  quejidos  con  los  caracteres  de  la  broncoe- 


gofonia.  A la  persecusión  se  encontraba  aumento  en  la  inten- 
sidad y extensión  de  la  macidez. 

Al  lado  izquierdo,  sonoridad  exagerada  á la  percusión, 
respiración  pueril  y ligero  aumento  de  la  convexidad  de  la 
pared  torácica,  con  mayor  amplitud  en  los  movimientos  respi- 
ratorios. 

La  existencia  de  los  signos  precedentes  me  hicieron  for- 
mular el  diagnóstico  de  pleuresía  con  derrame,  de  origen  me- 
taneumónico  y de  una  evolución  tan  precoz,  como  para  poder 
suponer  la  existencia  de  una  plenro-neumonia  casi  desde  el 
comienzo  de  la  enfermedad. 

El  día  22  la  situación  era  la  siguiente:  Fiebre  muy  mo- 
derada, como  puede  verse  en  la  primera  parte  del  trazado  que 
se  acompaña,  tos  seca,  por  accesos,  particularmente  noctur- 
nos, respiración  quejumbrosa,  quejidos  al  mover  la  niña,  in- 
quietud, llanto  y exageración  de  la  disnea  al  colocar  la  enfer- 
mita  sobre  el  lado  izquierdo,  sea  en  los  brazos  ó en  la  cama. 

A la  inspección  se  advierte  el  lado  derecho  aplanado,  al- 
go borrados  los  espacios  intercostales  é inmovilidad  respira- 
toria. Existe  una  escoliosis  ligera  en  la  columna  dorsal,  de 
convexidad  dirigida  hacia  el  lado  sano  y un  abultamiento  per- 
ceptible de  toda  la  pared  torácica  izquierda,  como  si  el  derra- 
me estuviese  en  ese  lado.  Tirage  abdominal  y esternal. 

A la  percusión,  macidez  creciente  de  arriba  á abajo  en 
toda  la  mitad  posterior  derecha  del  tórax  y sensación  de  resis- 
tencia al  dedo.  Sensibilidad  á la  presión  y percusión,  demos-’ 
trada  por  los  movimientos  y quejidos.  Por  delante  sonoridad 
exagerada  inmediatamte  por  debajo  de  la  clavícula. 

A la  auscultación,  desaparición  completa  del  murmullo 
vesicular  en  la  base  derecha,  soplo  intenso  y estertores  anfó- 
ricos  al  nivel  del  lóbulo  medio;  ruido  respiratorio  muy  débil 
en  la  fosa  supra-espinosa.  En  el  lado  izquierdo  signos  de  en- 
fisema complementario  del  pulmón  sano,  esto  es,  respiración 
pueril  intensa  á la  auscultación,  sonoridad  exagerada,  casi 
timpánica  á la  percusión. 

La  punta  del  corazón  latía  cerca  de  la  línea  axilar  ante- 
rior. El  hígado  estaba  rechazado  hacia  abajo,  percibiéndose  su 
borde  inferior  á la  altura  del  ombligo.  Por  parte  de  la  piel,  se 
había  podido  advertir  la  aparición  de  una  serie  de  abcesos  pe- 
queños en  la  región  del  tronco,  en  los  brazos,  piernas  y cuero 


cabelludo.  Había  también  un  flujo  purulento  por  el  oído  iz- 
quierdo é infarto  del  ganglio  mastoideo. 

Las  funciones  intestinales  se  verificaban  con  regularidad. 
Las  cámaras  tenían  una  coloración  y aspecto  normal;  pero  el 
estado  general  empeoraba  de  día  en  día  y el  enflaquecimiento 
bacía  progresos  muy  evidentes. 

El  diagnóstico  de  derrame  pleurítico  se  imponía  desde 
luego  por  el  conjunto  de  los  signos,  pudiéndose  afirmar,  ade- 
más, la  naturaleza  purulenta  del  exudado  patológico,  por  la 
reunión  siguiente  de  datos:  frecuencia  mayor  del  empiema  so- 
bre la  pleuresía  serosa  en  ese  período  de  la  vida;  abundancia 
extraordinaria  del  derrame;  co-existencia  de  colecciones  puru- 
lentas en  la  piel  y de  una  otitis  supurada,  evolución  de  la  en- 
fermedad en  un  foco  de  fiebre  puerperal;  demacración,  liecti- 
cidad;  á lo  que  puede  agregarse  más  tarde,  la  comprobación 
de  un  edema  de  la  pared  torácica  y el  desarrollo  de  la  red  ve- 
nosa superficial. 

En  ese  estado  propuse  á los  padres  la  traslación  de  la  en- 
f ermita  al  Hospital  para  que  fuese  operada  en  mejores  condi- 
ciones higiénicas,  á lo  que  al  fin  llegaron  á acceder  después 
de  grandes  vacilaciones. 

Con  el  objeto  de  confirmar  el  diagnóstico  se  le  hizo  una 
punción  exploradora  con  la  aguja  de  Roux,  dando  salida  á una 
gota  de  pus  espeso.  En  este  mismo  día  dilaté  dos  abcesos  vo- 
luminosos, uno  cutáneo  en  el  brazo  y otro  ganglionar  en  la 
región  mastoidea  izquierda  que  dieron  salida  á una  regular 
cantidad  de  pus  espeso  y cremoso. 

El  día  2 de  Noviembre  se  trasladó  la  niña  al  Hospital. 
Previa  anestesia  clorofórmica  que  yo  mismo  apliqué,  se  realizó 
la  operación  por  mi  amigo  el  Dr.  Portón,  quien  ha  tenido  la 
bondad  de  remitirme  la  siguiente: 


Nota  quirúrgica.-  — Después  de  los  preliminares  de  antisepsia,  hicimos  la 
pleurotomia  en  el  octavo  espacio  intercostal,  línea  axilar.  Se  escapan  unos  150  gra- 
mos de  pus  cremoso,  amarillento,  con  un  ligero  tinte  verdoso,  sin  mal  olor  y se  co- 
locan dos  tubos  de  drenage. 

Como  accidente  después  de  la  operación,  hay  que  señalar  un  enfisema  en  los 
alrededores  de  la  herida. 

Día  4.  El  enfisema  se  ha  extendido  á las  regiones  supra  é infra-clavicular 
derecha.  Se  quita  el  apósito  que  está  un  poco  manchado  de  pus,  se  sacan  los  tubos 
y se  pone  un  drenage  de  gasa. 

Día  6.  Se  retira  el  drenage.  Apenas  hay  supuración.  Apósito  con  gasa  iodo- 
formada.  Persiste  el  enfisema,  aunque  menos  marcado.  No  estando  sucia  la  cura- 
ción, se  deja  hasta  el  día  10  en  que  se  renueva.  Se  nota  un  acceso  por  debajo  de  la 
herida,  que  es  evacuado.  El  enfisema  es  menor. 


El  análisis  bacteriológico  del  pus  recogido  el  día  de  la 
operación  fué  practicado  por  el  Dr.  Agramonte,  el  cual  encon- 
tró el  neumococo,  asociado  al  estreptococo  y estafilococo  pio- 
geno,  en  gran  abundancia. 

Echando  una  ojeada  sobre  la  segunda  parte  del  ciclo  tér- 
mico que  comienza  el  día  de  la  operación,  se  tiene  una  idea 
del  curso  de  algunos  síntomas  hasta  el  ultimo  día  de  la 
permanencia  de  esta  niña  en  la  sala. 

La  exploración  física,  demostró  una  expansión  pulmonar 
casi  completa  después  de  la  intervención  y en  los  días  subse- 
cuentes. A la  auscultación  se  percibían  estertores  gruesos  y 
ruidos  pseudo-cavitarios  debidos  al  neumotorax  post-operato- 
rio.  El  murmullo  vesicular  se  percibía  con  claridad  en  medio 
de  esos  ruidos,  y era  absolutamente  normal  en  las  regiones 
superiores,  por  delante  y por  detrás.  La  macidez  disminuyó. 

Apesar  de  esta  mejoría  en  los  síntomas  locales,  el  estado 
general  hacía  presumir  una  terminación  fatal.  Había  diarrea 
dispéptica  como  consecuencia  del  cambio  de  alimentación  por  la 
leche  de  vaca.  Gran  depresión  de  fuerzas  y tendencia  al  sueño. 

La  emaciación  era  considerable  y en  un  organismo  débil, 
tan  tempranamente  atacado  por  una  enfermedad  infecciosa 
severa,  la  muerte  no  podía  hacerse  esperar  mucho  tiempo,  ocu- 
rriendo al  fin  el  día  14  por  agotamiento,  después  de  haber  si- 
do trasladada  á la  casa  de  sus  padres,  que  así  lo  desearon. 

El  análisis  etiológico  de  este  caso,  ocurrido  en  un  foco 
de  puerperismo  infeccioso,  hace  presumir  un  derrame  puru- 
lento agudo,  desde  el  comienzo  de  la  inflamación  pleural.  El 
resultado  de  la  investigación  bacteriológica  demuestra  la  exis- 
tencia de  una  infección  poli-microbiana,  en  la  cual  predomina- 
ban los  neumococos  y estafilococos  y es  probable  desde  un 
punto  de  vista  patogénico  y á juzgar  por  el  carácter  y sucesión 
de  los  signos  objetivos,  que  la  infección  déla  serosa  tuvo  lu- 
gar en  una  época  muy  temprana  con  relación  al  desenvolvi- 
miento de  la  lesión  bronco-pulmonar. 

La  exploración  física  y los  trastornos  funcionales  indica- 
ban un  area  de  condensación  limitada  en  el  parénquima  del 
pulmón,  de  evolución  breve  y seguida  del  predominio  crecien- 
te de  los  fenómenos  pleuríticos,  que  terminaron  en  la  acumu- 
lación de  un  vasto  derrame  y la  infección  general  de  todo  el 
organismo. 

Desde  el  punto  de  vista  de  la  clínica,  este  hecho  arroja 


LIBRARY 
OF  THE 

UNIVERSITY  OF  ILLINOIS 


OO-) 


una  gran  enseñanza  sobre  el  valor  extraordinario  que  tiene  la 
percusión,  como  medio  diagnóstico  del  derrame  en  la  pleuro- 
sia  del  recién  nacido,  donde  como  se  sabe,  ni  se  puede  compro- 
bar con  claridad  la  ausencia  de  las  vibraciones  vocales,  ni 
tampoco  hay  que  fiar  mucho  de  los  signos  que  suministra  la 
auscultación  del  tórax.  Demuestra  también  la  utilidad  de  los 
exámenes  repetidos  y completos  en  los  niños  pequeños,  para 
llegar  á conclusiones  diagnósticas  definidas. 

Desde  el  punto  de  vista  del  pronóstico  y tratamiento,  es- 
te hecho  demuestra  la  gravedad  de  las  pleuresías  purulentas 
del  recién  nacido,  de  origen  puerperal.  Las  pleuresías  de  neu- 
mococos en  estado  de  pureza,  ofrecen  una  tendencia  general  á 
la  curación  y la  mayor  parte  de  los  pediatras  están  de  acuer- 
do en  recomendar  la  punción  simple  como  tratamiento  sufi- 
ciente para  los  derrames  purulentos  de  este  origen. 

En  nuestro  caso,  había  una  infección  asociada  de  micro- 
organismos piogenos  y estaba  indicada  la  operación  del  em- 
piema;  pero  la  edad  temprana,  la  debilidad  constitucional  y la 
falta  de  resistencia  del  organismo  frente  á una  micrococemia  de 
tal  intensidad,  eran  circunstancias  favorables  para  hacer  de 
todo  punto  infructuoso  el  resultado  de  una  intervención  tan 
activa. 
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